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ABSTRACT 
 Homelessness is an emerging role area for occupational therapy. In the United 
States, occupational therapy is under-represented in all mental health settings from 
inpatient psychiatry to community mental health. Homelessness services represent an 
even narrower niche in which occupational therapists are qualified to provide evidence-
based, client-centered services designed to increase safety and independence.  
This proposal is intended to demonstrate occupational therapy’s distinct value in 
being of service to people affected by homelessness. Specifically, Building a Role for 
Occupational Therapy in Homelessness (B.R.O.T.H.) envisions occupational therapy as a 
profession that is well-suited to provide services to people affected by homelessness who 
have been re-housed back into the community through work with housing focused social 
service agencies. 
Clinically, this B.R.O.T.H. provides a model from which occupational therapists 
can create a role in serving this population through the use of short-term occupational 
therapy treatment focused on improving skills of independent living by performing them 
in the natural environment (i.e., the client’s apartment). By focusing on tasks such as 
meal preparation, medication management, and appointment adherence, money 
management in the client’s natural environment, the occupational therapy practitioner 
		 vii 
will assist the client in gaining the skills they need to remain safe and independent in the 
community. 
Similarly, B.R.O.T.H. proides a framework through which such programs could 
be funded. Because occupational therapy practitioners typically command higher salaries 
than other social service staff such as social workers and case managers, the program 
provides recommendations around seeking out and applying for relevant grants and other 
funding sources to support approximately half of the occupational therapy practitioners 
salary. 
 Most importantly, B.R.O.T.H proposes a program that uses evidence-based, 
highly-skilled occupational therapy services to improve the lives of people affected by 
homelessness. Project outcomes are targeted exclusively at improvement of the lives of 
the people served. At its foundation, this B.R.O.T.H rests on the belief that occupational 
therapy has a distinct value in improving this country’s homelessness crisis and the lives 
of those affected by it. 
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CHAPTER ONE – Introduction 
There are few bedrocks that are more important to safety and stability than a roof 
over one’s head. In his Pulitzer Prize winning ethnography, Evicted: Poverty and Profit 
in the American City, Matthew Desmond observed:  
“The home is the wellspring of personhood. It is where our identity takes root and 
blossoms... civic life begins at the home allowing us to plant roots and take 
ownership over our community, participate in local politics, and reach out to 
reach out to neighbors.” (Desmond, 2017, p. 3) 
 Desmond’s observation is an important one. The home is our base for so much in 
life. The stability of a roof over our heads, a place to sleep, and the means to store our 
valuables is something that most of who are not homeless take for granted. It is a 
launching pad from which we participate in all of the occupations that are meaningful to 
us; from work, school, socialization, medical appointments to activities of daily living, 
sleep, and raising a family. There is nowhere that most people spend their time than in the 
home. 
On any given night in the United States of America, “over 744,000 people will be 
homeless, with 44% of them unsheltered on the streets.” The authors went on to elaborate 
that, “approximately one third of all homeless persons are United States military veterans, 
and one third are diagnosed with severe, chronic mental illness” (Bradley, Hersch, 
Reistetter, & Reed, 2011, p. 27).  
It has been observed that “a lack of housing is only one dimension of the 
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homeless experience” (Munoz, Garcia, Lisak, & Reichenbach, p. 136). The population of 
people affected by homelessness experiences inconsistent or nonexistent access to 
important healthcare services, lower levels of education, higher levels of domestic 
violence, unemployment or underemployment, mental illness, and addiction. These 
intermingling factors combine to make people experiencing homelessness one of the 
most marginalized groups in any space in which they happen to exist. 
Where then, does occupational therapy fit into the goal of improving the situation 
of America’s homeless and recently homeless? Should occupational therapy even have 
such a role? According to occupational therapy’s code of ethics, it should. Each of the 
core values of the Occupational Therapy Code of Ethics speaks clearly to the 
responsibility of occupational therapy practitioners to engage in this work and to 
advocate for increased levels of involvement (“Occupational Therapy Code of Ethics 
(2015),” 2015) 
 One of those core values stands out above all others, though, and that core value 
is justice. This principle states that “occupational therapy personnel shall promote 
fairness and objectivity in the provision of occupational therapy services.” The Code of 
Ethics continues to explain that justice relates to the “fair, equitable, and appropriate 
treatment of persons” (“Occupational Therapy Code of Ethics (2015),” 2015, p. 5). 
 Occupational therapy practitioners must also consider the role of the profession in 
combatting all forms of occupational injustice. Due to a variety of intermingling factors 
that have been discussed and will continue to be discussed throughout this project, the 
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homeless experience extraordinary levels of occupational injustice (Sakellariou, et al., 
2017). This denial comes in several forms, especially occupational deprivation and 
occupational apartheid. 
 Occupational deprivation is defined as “preclusion from participation in 
meaningful, health-promoting occupations to develop and sustain [one’s] identity, health, 
well-being, and quality of life” (Sakellariou, et al., 2017, p. 10). In addition to the 
obvious injustice of lacking shelter, the homeless often experience poor health, limited 
access to transportation services, inability to obtain important documents like a driver’s 
license, and often also lack access to healthcare, social services, and the ability to identify 
or participate in meaningful occupation (Bradley, Hersch, Reistetter, & Reed, 2011). 
 Occupational apartheid particularly relates to the homeless experience as it is 
defined as a “denial of or permission to participate in meaningful occupations based on 
personal characteristic” (Sakellariou, et al., 2017, p. 10). The important personal 
characteristic in this case is obviously one’s status as a homeless person. People who are 
homeless are often discriminated against simply due to their status as currently being 
homeless people, and the criminalization of homelessness has led to further increases in 
occupational marginalization (Robinson, 2017). 
 Because of its focus on increasing participation, understanding the importance of 
the interaction between the person and their environment, and fighting occupational 
injustice, occupational therapy can play a role in helping those affected by homelessness. 
Currently, relatively few occupational therapy practitioners work in mental health and 
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even fewer work specifically with those affected by homelessness. This project will 
demonstrate the unique value of occupational therapy in this setting and will justify the 
need for occupational therapy practitioners to have a significant role in improving the 
situation of those individuals affected by homelessness in America.  
Problems to Address and Outcomes Sought 
This project proposes to study the justification for the use of occupational therapy 
interventions to address the problems associated with chronic homelessness and the 
effects of homelessness, particularly on those who have recently been rehoused. The 
United States definition of a chronically homeless person is “an unaccompanied adult 
who has been continuously homeless for a year or more or has had at least four episodes 
of homelessness in the past three years” (Bradley, Hersch, Reistetter, & Reed, 2011. P. 
27).  
Some of the problems associated with chronic homelessness include housing 
instability, over-utilization of emergency room services, poor adherence to medical 
appointments and medications, inadequate home management skills, and decreased 
independence with activities of daily living and instrumental activities of daily living 
(Helfrich, Chan, & Sobol, 2011).  
 People affected by homelessness also experience a number of occupational needs 
that are more common in this population. Those needs are often “related to coping and 
self-management skills, leisure, financial management, home management, and skills for 
participation in productive occupations” (Simpson, Conniff, Faber, & Semmelhack, 2018, 
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p. 4). Increasing success and independence in performance of these activities falls 
comfortably within the domain of occupational therapy. 
Additionally, occupational therapy can go beyond addressing person level deficits 
to attempting to identify and provide intervention regarding some of the external barriers 
that the homeless population experiences that prevent participation in productive 
occupation. This disconnect from productive roles occurs for a variety of reasons. Some 
of those reasons include “deficiencies in basic living skills… mental illness, and 
addiction” (Munoz, Dix, & Reichenbach, 2006, p. 168). While certain such barriers may 
not be able to be directly addressed by occupational therapy practitioners, clients can still 
benefit from occupational therapy’s focus on adaptation, modification, or finding 
alternative methods for completion of a task. 
Beyond problems associated with those who are affected by homelessness, there 
is relatively little employment of occupational therapy practitioners in mental health 
practice and even fewer working with the homeless specifically. In the 2015 Salary and 
Workforce Survey from the American Occupational Therapy Association, only 2.4% of 
responding occupational therapy practitioners indicated that they worked in a mental 
health setting (“American Occupational Therapy Association Salary and Workforce 
Survey,” 2015). Social service agencies and other organizations that commonly interact 
with the homeless rarely employ occupational therapy practitioners, due to lack of 
awareness, limited resources, or both.  
Despite this, research has demonstrated the positive impact that occupational 
therapy can have in working with these agencies and their populations. Engaging in 
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meaningful occupation, decreasing barriers, and increasing ability to participate in 
meaningful occupations has value for those working towards an exit from homelessness 
and ensuring competence and safety in skills of independent living (Bradley, Hersch, 
Reistetter, & Reed, 2011).  Additionally, Aviles and Helfrich (2006) found that 
occupational therapy practitioners are qualified to assess a person’s strengths and 
weaknesses in those skills and to ensure the maximum chance of success in maintaining 
independent living 
With the gap between the demonstrated value of occupational therapy in working 
with those affected by homelessness and the relative paucity of occupational therapy 
practitioners actually doing that work, there is a significant need to narrow this gap. As a 
profession, occupational therapy must advocate for the role of occupational therapy in 
reducing occupational injustice by serving those affected by homelessness in our 
qualified capacity as occupational therapy practitioners (Bradley, Hersch, Reistetter, & 
Reed, 2011). 
The aim of this project is to produce several outcomes. Among those outcomes 
are; 1) an evidence based resource targeted at social service agencies, hospitals, funders, 
and other organizations that assist the homeless justifying the presence of OT on a 
clinical team, 2) an evidence based guide to effective occupational therapy with the 
chronically homeless targeted at occupational therapy clinicians, 3) a literature review on 
existing research and clinical work related to occupational therapy with those affected by 
homelessness, and 4) increased independence and quality of life for those affected by 
homelessness through increased provision of occupational therapy services. 
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Importance of the Problem and Consequences to Clients 
Without the presence or stability of housing, those affected by homelessness often 
struggle to function not only in society as producers, community members, and 
consumers of medical care but often struggle with the tasks of home management 
including but not limited to performance in activities of daily living and instrumental 
activities of daily living, communication with neighbors and landlords, and recognition 
and resolution of problems like bed bug infestation.  
These issues are found directly in the Occupational Therapy Practice Framework 
(American Occupational Therapy Association, 2017) , as they fall under a variety of 
occupations including but not limited to activities of daily living, instrumental activities 
of daily living, and social participation. Additionally, occupational therapy practitioners 
working with people who are homeless can impact performance skills such as social 
interaction skills and performance patterns including habits, routines, rituals, and roles. 
An example of this would be a return to the role of worker or student.  
Finally, occupational therapy practitioners can play a role in adapting the context 
or environment to better enable participation whether that is physical space, social 
settings, and so on. The practice framework makes clear a variety of ways in which 
occupational therapy can have a significant impact on the homeless that falls comfortably 
within the scope of practice as occupational therapy practitioners. 
My current employer, AMITA Health Housing and Health Alliance, is one of 
relatively few that is using occupational therapy to attempt to address problems relating 
to chronic homelessness. The occupational therapy department is working specifically 
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with a program that houses individuals who were over utilizing the emergency room for 
their medical services. This proposal combined with the work of occupational therapy at 
AMITA Health Housing and Health Alliance can contribute to a wider recognition of the 
value of occupational therapy with people affected by homelessness.  
Causes and Contributions to the Problem  
Chronic homelessness and housing instability are caused by a host of factors 
ranging from person level factors to deep, ingrained barriers built into society. The causes 
of homelessness can be as varied and diverse as the homeless population itself. Research 
has shown “homelessness has been conceptualized as a complex integration of structural 
and individual factors that result in different pathways into a homeless lifestyle” 
(Thomas, Gray, & McGinty, 2010, p. 39). 
Examples of person level barriers contributing to homelessness include those such as; 
• Mental health and cognitive challenges. Thomas, Gray, and McGinty (2010) found that 
"of 4,291 homeless people found that 15% of participants had experienced mental 
health issues prior to becoming homeless and 16% developed mental health problems 
after becoming homeless” (Thomas, Gray, & McGinty, 2010, p. 39). Furthermore, 
“people who are homeless often demonstrate cognitive limitations that interfere with 
their ability to complete instrumental activities of daily living essential for obtaining 
and maintaining housing” (Helfrich, Peters, & Chan, 2011, p. 121) 
• Poverty, lack of education and job skills leading to difficulty in participating in 
competitive employment (Munoz, Garcia, Lisak, & Reichenbach, 2006). In another 
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case study, participants noted “that homelessness and the poverty of resources had on 
their options related to employment and education and conveyed a sense of 
hopelessness about their ability to participate in either” (Simpson, Conniff, Faber, & 
Semmelhack, 2018, p. 9). 
• Substance abuse resulting in poor adherence to appointments or medications, eviction, 
distorted social relationships, inability to secure employment or education, and other 
issues (Bradley, Hersch, Reistetter, & Reed, 2011). Adherence to medical appointments 
and medication are particularly impacted by substance abuse (Duncan et al., 2014). 
People affected by homelessness also deal with far reaching societal factors include such 
issues as; 
• Elevated cost of living. As a New York mayoral candidate famously said, “the rent is 
too damn high!” Social security has currently set the standard annual rise in cost of 
living at 2.0% (Social Security Administration, 2017). This number does not capture 
the rate of cost of living increases in desirable urban areas like San Francisco or New 
York, in which cost of living tends to rise more sharply each year (DePietro, 2017). 
Studies on the relationship of homelessness and increased cost of living have also 
found that increases in cost of living have contributed to homelessness (Aviles & 
Helfrich, 2006). 
• Systematic racism and discrimination (Wen, Hudak, and Hwang, 2007). These factors 
have been shown to detrimentally affect health and wellness (Hill, 2017). 
Furthermore, discrimination faced by individuals experiencing homelessness has been 
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linked to increases in depression, anxiety, and suicidal ideation (Gattis and Larson, 
2016). 
• Rampant segregation and degradation in many of our cities and neighborhoods. The 
segregation of the poor has a demonstrated effect on quality of life and health 
outcomes that lead to housing instability (Do, Frank, & Iceland, 2017). 
 These societal level factors contribute to the problem by putting up additional 
barriers for some people that others do not experience, such as increased scrutiny paid to 
people with an eviction history or an unkempt appearance.  
 These problems combine to create a number of significant barriers to success in 
those that are chronically homeless. This project aims primarily to address occupational 
therapy’s role in working with person level deficits, but the wider macro level factors 
must also be considered when working with a population that is so dramatically impacted 
by them. 
Proposals to Address the Problem 
• Building a Role for Occupational Therapy in Homelessness (B.R.O.T.H) proposes to 
address those deficits directly by utilizing occupational therapy in a time limited 
fashion to implement treatment plans to increase clients’ levels of independence in 
areas such as building routines, appointment adherence, household activities of daily 
living and instrumental activities of daily living, and other skills of independent 
living. Specifically, the project has as its focus evaluation and treatment of those who 
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have recently been rehoused after experiencing homelessness to ensure that service 
recipients have the skills needed to remain stably housed while maintaining 
adherence to medical appointments and prescribed medications. 
• In conjunction with an interdisciplinary team including physicians, nurses, medical 
social workers and case managers occupational therapy can work to improve health 
outcomes and levels of independence at home, and to reduce risk of return to 
homelessness in the clients we are working with.  
The following form the core foundations of this project;  
• Development of a literature review to gain an understanding of the current evidence 
that exists regarding occupational therapy assessment and intervention with a 
chronically homeless population. Much of this research comes from other countries 
such as the United Kingdom, Canada, or Australia due to the relatively low presence 
of occupational therapy in mental health practice in the United States.  
• The creation of an outline on the potential role of occupational therapy in this setting 
targeting potential employers and/or funders of occupational therapy practitioners in 
this setting. The guide will focus on explaining the role of occupational therapy with 
this population to an audience that is likely to be unfamiliar with it, the benefits of 
using occupational therapy, and role delineation between occupational therapy 
practitioners and other professionals commonly employed in this setting such as 
social workers, professional counselors, etc. It will focus primarily on occupational 
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therapy’s potential role with people affected by homelessness who have recently been 
housed in conjunction with other supportive services such as case management. 
• A compilation of resources for occupational therapy practitioners working with 
people affected by homelessness. This compilation includes the types of deficits 
addressed, the theories and evidence behind occupational therapy’s role in this 
setting, and a robust description of how occupational therapy can benefit clients 
dealing with chronic homelessness.  
 These three core elements combine to form a coherent proposal that is intended to 
serve the interests of those affected by homelessness, the occupational therapists and 
other professions working with them, and of occupational therapy as a profession as we 
seek to expand into new and exciting roles. As this project and the resources within 
demonstrate, occupational therapy has significant potential to impact and improve the 
lives of those affected by homelessness. This and other such projects aims to make wider 
provision of such services a reality.  
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CHAPTER TWO – Overview of the Problem 
 
 This project focuses primarily on the problem of a lack of occupational therapy 
services in settings that provide services for people affected by homelessness. The model 
below outlines two important aspects relating to the relative absence of occupational 
therapy services in this setting and the reasons that there exist potential for change. 
 The upper part of the model details the reasons behind the dramatic reduction in 
occupational therapy’s presence in mental health services which in turn has led to 
reduction in services provided to people experiencing homelessness. As outlined in 
Kielhofner’s Conceptual Foundations of Occupational Therapy Practice, this shift began 
in the 1940’s and 1950’s in occupational therapy practice in the United States. While 
occupational therapy has its roots in mental health, the profession lost that focus for many 
decades before beginning to re-engage with that setting in recent years. Essentially, the 
model details occupational therapy’s shift away from its roots towards an embrace of the 
medical model followed by the re-embrace of mental health as an occupational therapy 
practice area that we see today. 
 The lower part of the model outlines the contextual and person level factors 
impacting homelessness that fit within the scope of practice of occupational therapy 
practitioners. Occupational therapists have the potential to impact homelessness by 
providing interventions that effect person level skills such as cognition, substance abuse, 
and skills of independent living. They also have the potential to impact contextual factors 
through interventions such as environmental modification and advocacy. The lack of 
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services currently provided combined with the overlap between factors impacting 
homelessness and the occupational therapy scope of practice creates a significant 
opportunity for occupational therapy to have an impact in homelessness services. 
Figure 2.1 Logic Model 
 
Presenting the Theoretical Framework 
The theoretical basis for this project is the Situated Learning Theory (Lave & 
Wenger, 1991) , which focuses on facilitating learning through performance of activities 
within their natural context. My doctoral project is focused on expanding the role of 
occupational therapy in serving people experiencing homelessness. Within that 
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population, there are frequently deficits in ability to perform skills of independent living 
such as cooking, cleaning, laundry, money management, etc. The Situated Learning 
Theory is a good match for both my project specifically and for occupational therapy in 
general because it suggests that the best way to improve one’s independence in those 
activities and others is to actually perform them in their natural context. 
The theory was developed in the context of a time in which was prevailing belief 
was that learning was a process by which one studied information individually to learn. 
That idea, in comparison to situated learning, more closely resembles the kind of learning 
that is often encountered in grade school. It could include the memorization of material, 
reading and re-reading, and generally working through material alone and in a quiet 
environment. 
Situated learning was developed as an alternative to that popular understanding of 
learning. The theory would suggest that rather than learning in the abstract, knowledge 
and skills are best developed in their natural context and with others. For example, 
someone who is hoping to learn how to fix a car is going to be more successful learning 
how to do so by actually attempting to do that with another person who already knows 
how and can guide them instead of reading a book on automotive maintenance. 
In the context of my project specifically, situated learning would apply to a 
variety of areas on which occupational therapists might work with people experiencing 
homelessness. For example, many people who are transitioning into independent living 
from homelessness may not have the skills, knowledge, or experience needed to 
successfully prepare their own meals. An approach coming from a different theory may 
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call for the provision of handout on cooking. 
Situated Learning Theory, on the other hand, would call for the client and the 
occupational therapist to perform the task together in the client’s real kitchen. By 
performing the activity in the client’s kitchen, with the client’s ingredients, and with an 
occupational therapist who can provide cueing and support during the performance of the 
task, the client is more likely to develop the skills needed to improve their independence 
in this skill. 
Situated Learning Theory meshes well with the ideas we hold to be valuable as 
occupational therapists and matches particularly well with the occupation-based 
principles that are central to my project. As occupational therapists, we believe that the 
people we serve are most likely to reach their goals by participating in activities that 
matter to them in the context in which those activities naturally take place. Similarly, my 
project will rely on people experiencing homelessness participating in the activities that 
they want to improve in by performing them in their natural context. 
Review of Existing Evidence Regarding the Problem 
Clinical question 
Is there evidence supporting the claim that the provision of services to people 
experiencing homelessness falls within the scope of occupational therapy practitioners 
and that the provision of such services is clinically effective? 
Summary of the evidence base 
A search of the evidenced literature was conducted using a variety of databases 
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including but not limited to the American Journal of Occupational Therapy, PubMed, 
JSTOR, and EBSCOhost.  Search terms that were used included; “occupational therapy,” 
"occupational therapist,” “homelessness,” “mental health,” “homeless,” addiction,” and 
“social services.”  
Limits that were set included:  publications within the last 11 years, availability of 
English language text, and availability of linked full text. Exclusion criteria included: 
articles older than 11 years old and articles that did not relate to occupational therapy and 
people affected by homelessness.   
Twelve articles were selected for review in relation to this project. Generally, 
these articles all answered the question of whether occupational therapy had a role to play 
in the provision of clinical services to people affected by homelessness, and whether 
those services fell properly within the domain of occupational therapy. The articles 
broadly suggest that the provision of services to people affected by homelessness falls 
squarely within the domain of occupational therapy, and that the provision of such 
services can be beneficial to that population. 
The articles included in this review can be broken into the following general 
themes; 1) occupations, roles, and routines of people affected by homelessness and 
potential fit of occupational therapy in serving that population (Bradley, Hersch, 
Reistetter, & Reed, 2011; Grandisson, Mitchell-Carvalho, Tang, & Korner-Bitensky, 
2009; Simpson, Conniff, Faber, & Semmelhack, 2018, Marshall & Lysaght, 2016; 
Marshall & Rosenberg, 2014; Roy et al., 2017; Arbesman & Logsdon, 2011; Ikiugu, 
Nissen, Bellar, Maassen, & Van Peursem, 2017; Swarbrick & Noyes, 2018; Wasmuth, 
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Pritchard, & Kaneshiro, 2016), and 2) the effectiveness of occupational therapy services 
for people who are either currently or have recently experienced homelessness (Noyes, 
Sokolow, & Arbesman, 2018; Swarbrick & Noyes, 2018; Wasmuth, Pritchard, & 
Kaneshiro, 2016; Thomas, Gray, & McGinty, 2011; Ikiugu, Nissen, Bellar, Maassen, & 
Van Peursem, 2017). Taken together, these themes establish both the appropriateness and 
effectiveness of occupational therapy practitioners working with people currently or 
recently experiencing homelessness. 
The first theme focuses on the occupations, roles, and routines of those affected 
by homelessness. The body of work in this review found a number of issues related to 
occupational performance including a sense of inability to participate in desired 
occupations such as working or socialization (Bradley, Hersch, Reistetter, & Reed, 2011), 
inability to perform unfamiliar household activities such as cooking (Marshall & Lysaght, 
2016; Marshall & Rosenberg, 2014), and an inability to establish a satisfying and 
sustainable routine (Simpson, Conniff, Faber, & Semmelhack, 2018). Generally, this 
theme establishes the kinds of issues often faced by people affected by homelessness that 
fall into the domain of occupational therapy practice. 
The second theme relates to the effectiveness of occupational therapy assessment 
and intervention in serving this population. The efficacy and effectiveness of 
occupational therapy services are something that must be established if the role of 
occupational therapy practitioners is to evolve in the future. Evidence within this review 
suggests that occupational therapy practitioners can play a role in facilitating increased 
participation in desired occupations for people with serious mental illness (Swarbrick & 
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Noyes, 2018). Additionally, occupational therapy practitioners can use unique 
interventions such as development of a leisure routine and the facilitation of improved 
social skills to assist their clients in progressing towards their goals (Wasmuth, Pritchard, 
& Kaneshiro, 2016). Furthermore, there is evidence that occupational therapy can assist 
in providing skills-based interventions around gainful occupations like work and school 
(Noyes, Sokolow, & Arbesman, 2018). 
Both themes broadly relate to the role that occupational therapy can play in the 
lives of people affected by homelessness. Whether a client is living on the streets at the 
time of intervention or has recently been housed and is learning skills of independent 
living, articles gathered in this study validate the idea that occupational therapy 
practitioners have a valuable role to play. 
They also touch on a variety of common impairments seen among people who 
have been affected by homelessness. Some of those common deficits include mental 
health diagnoses such as depression or anxiety, personality disorders such as borderline 
personality disorder or schizophrenia, addiction to or dependence on addictive 
substances, a lack of ability to create or maintain a satisfying and healthy daily routine, 
and a lack of familiarity with various activities associated with independent living.  
Clinical Bottom Line 
The body of work gathered for this review suggests that the provision of highly 
skilled occupational therapy services to people who have been affected by homelessness 
falls squarely within the domain of the profession (Grandisson, Mitchell-Carvalho, Tang, 
& Korner-Bitensky, 2009). That domain is outlined in the most recent edition of the 
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Occupational Therapy Practice Framework, a document from the American Journal of 
Occupational Therapy (“Occupational Therapy Practice Framework,” 2017).  
Additionally, there is evidence suggesting that the provision of such services can 
be effective at helping improve the lives of this population in relation to a variety of 
problem areas commonly seen including mental health challenges (Swarbrick & Noyes, 
2018), addiction (Wasmuth, Pritchard, & Kaneshiro, 2016), and skills of independent 
living including activities of daily living and instrumental activities of daily living 
(Bradley, Hersch, Reistetter, & Reed, 2011, Grandisson, Mitchell-Carvalho, Tang, & 
Korner-Bitensky, 2009; Thomas, Gray, & McGinty, 2011; Marshall & Lysaght, 2016). 
This body of evidence supports the supposition that an occupational therapy 
practitioner can provide useful skilled services, and be a valuable member of an 
interdisciplinary team serving individuals affected by homelessness. While occupational 
therapy practitioners are significantly underrepresented among professionals who provide 
services to the homeless, the potential effectiveness of the provision of skilled 
occupational therapy services is demonstrated extensively in the literature both in this 
review and elsewhere.   
At any stage of homelessness, the kinds of complex issues described in this 
review can have an impact on the occupational performance of people affected by 
homelessness. In the collection of articles, occupational therapy has been found to be an 
effective part of a holistic treatment regimen. Occupational therapy, along with other 
parts of the care regiment for people affected by homelessness, can be an effective part of 
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clinical services for people affected by homelessness.   
Occupational therapy practitioners can provide interventions in a number of areas 
not typically addressed by other professionals including skills based interventions 
designed to facilitate returned to work or school (Arbesman & Logsdon, 2011), 
assessment and intervention related to the household skills needed to transition from 
homelessness into housing (Marshall & Lysaght, 2016; Marshall & Rosenberg, 2014), 
and individual and group based interventions focused on the management of symptoms of 
mental health challenges (Roy et al., 2017; Thomas, Gray, & McGinty, 2011). 
Occupational therapy is unique among professionals that may serve people affected by 
homelessness in that the interventions offered by occupational therapy practitioners are 
holistic, skills-based interventions designed to foster both engagement and increased 
levels of independence. 
Continued research demonstrating the appropriateness and effectiveness of skilled 
occupational therapy services with this population will be needed to increase the 
availability of such services to people who can benefit from them.  
Similarities and Differences  
Similarities 
All of the studies in this review explore the potential relationship between 
occupational therapy theory and practice in serving people who are currently homeless, 
are transitioning from homelessness, or are dealing with issues frequently experienced by 
that population. Each study is high quality, as evidenced by the fact that they are peer 
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reviewed and published within academic journals. 
Other similarities included findings related to presenting issues typically 
associated in working with people affected by homelessness. Such common themes 
include; difficulty developing a routine, addiction, unfamiliarity with or difficulty 
performing household activities of daily living and instrumental activities of daily living, 
challenges regarding housing and employment, and psychiatric diagnoses such as bipolar 
disorder or schizophrenia.  
All studies focused either on a population of people currently or recently 
experiencing homelessness or people dealing with issues commonly experienced by those 
experiencing homelessness, such as addiction or serious mental illness. Additionally, all 
studies either referenced the role of occupational therapy in addressing needs 
demonstrated by these populations or at least discussed the potential for such a role. 
Attrition was not a significant factor in any study referenced as it was not explicitly 
addressed as a common theme in any meta-analysis or literature review. 
Differences 
Some studies more explicitly focus on occupational therapy theory (Bradley, 
Hersch, Reistetter, & Reed, 2011; Marshall & Lysaght, 2016; Marshall & Rosenberg, 
2014; Simpson, Conniff, Faber, & Semmelhack, 2018) as it relates to homelessness as 
opposed to others which focus more explicitly on occupational therapy practice 
(Grandisson, Mitchell-Carvalho, Tang, & Korner-Bitensky, 2009; Ikiugu, Nissen, Bellar, 
Maassen, & Van Peursem, 2017; Roy et al., 2017; Swarbrick & Noyes, 2018; Thomas, 
Gray, & McGinty, 2011; Wasmuth, Pritchard, & Kaneshiro, 2016). This difference is 
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significant, and taking those two angles together helps readers understand the variety of 
applications that occupational therapy can serve. 
Furthermore, some of the studies focus on occupational theory and practice as it 
relates to people currently experiencing homelessness (Bradley, Hersch, Reistetter, & 
Reed, 2011; Grandisson, Mitchell-Carvalho, Tang, & Korner-Bitensky, 2009; Simpson, 
Conniff, Faber, & Semmelhack, 2018; Thomas, Gray, & McGinty, 2011) whereas others 
study theory and practice as it relates to people transitioning from homelessness into 
housing (Marshall & Lysaght, 2016; Marshall & Rosenberg, 2014; Swarbrick & Noyes, 
2018).  
It is also worth noting that the country of origin differs among the studies, which 
is inherently important given the differences in social policy and societal attitudes in 
regards to homelessness. Additionally, while occupational therapy practice in mental 
health is relatively uncommon in the United States, it is more prominent in other 
countries. Countries of origins included in this review include Canada (Marshall & 
Rosenberg, 2014; Roy et al., 2017), the United Kingdom (Grandisson, Mitchell-Carvalho, 
Tang, & Korner-Bitensky, 2009), and the United States (Arbesman & Logsdon, 2011; 
Bradley, Hersch, Reistetter, & Reed, 2011; Ikiugu, Nissen, Bellar, Maassen, & Van 
Peursem, 2017; Marshall & Lysaght, 2016; Simpson, Conniff, Faber, & Semmelhack, 
2018; Noyes, Sokolow, & Arbesman, 2018; Swarbrick & Noyes, 2018; Thomas, Gray, & 
McGinty, 2011; Wasmuth, Pritchard, & Kaneshiro, 2016). 
The types of studies included in this review also varied. All were peer reviewed 
studies published in an academic or professional journal. All were written by authors 
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either in the United States or Canada and all were originally published in either English 
or French. The articles included case studies (Swarbrick & Noyes, 2018, Simpson, 
Conniff, Faber, & Semmelhack, 2018, Bradley, Hersch, Reistetter, & Reed, 2011; 
Grandisson, Mitchell-Carvalho, Tang, & Korner-Bitensky, 2009; Marshall & Lysaght, 
2016), meta-analyses or literature reviews (Thomas, Gray, & McGinty, 2011, Ikiugu, 
Nissen, Bellar, Maassen, & Van Peursem, 2017, Roy et al., 2017, Wasmuth, Pritchard, & 
Kaneshiro, 2016; Noyes, Sokolow, & Arbesman, 2018; Arbesman & Logsdon, 2011), 
and a manuscript (Marshall & Rosenberg, 2014).  
Finally, some studies within this review explore the efficacy of particular 
interventions whereas others are more exploratory in nature. For example, this review 
contains a study which focuses simply on exploring the occupational participation of 
people experiencing homelessness 
Quality and Limitations of Current Research 
While searches for this study resulted in a large amount of evidenced literature, 
there is ample room for further high-quality research regarding the role of occupational 
therapy working with people currently or recently experiencing homelessness. This 
review includes a variety of different types of studies, but it does not include any high-
quality, randomized control trials. Such studies would represent a higher level of research 
than currently exists in this area. 
With that said, the evidence outlined in this review is all peer reviewed which 
represents a high standard of quality in and of itself. All the studies included within this 
review were published in an academic journal and were made available through 
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legitimate databases such as JSTOR. While there is room to expand, and improve upon 
the level of methodological rigor, the studies in this work are consistently high quality. 
Furthermore, because the studies include a variety of study types, including 
several meta-analyses and literature reviews, they are highly generalizable to the 
population of focus. The meta-analyses included high numbers of referenced articles. The 
volume and variety of articles contribute to the generalizability of this body of literature 
to larger groups of people affected by homelessness. 
The only negative impact on generalizability that is present within most studies is 
a relatively low population sample. Many of these studies, particularly the case studies, 
do not contain large numbers of subjects for study. Many samples are convenience 
samples that were chosen simply because of their availability to the researcher, whether 
that came through presence in a particular homeless shelter, willingness to participate, or 
similar issues. This could potentially lead to convenience sample bias. 
Recommendations 
As outlined in the “quality and limitations” section of this chapter, there is 
significant opportunity for additional high-quality research in this area. While high 
quality, qualitative research already exists there is limited availability of quantitative 
study such as randomized control trials. 	  
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Review of Current Approaches and Methods 
Clinical Question 
What are the benefits of including occupational therapy in services for people 
affected by homelessness?   
Summary of Evidence Base 
A search of the evidenced literature was conducted using databases including the 
American Journal of Occupational Therapy, the Canadian Journal of Occupational 
Therapy, PubMed, JSTOR, and EBSCOhost. Search terms used included; “occupational 
therapy,” occupational therapist,” “homelessness,” “mental health,” “homeless,” 
“addiction,” and “social services.” 
Limits that were set included the following: publication within the last eight 
years, availability of English language text, and availability of linked full text. Exclusion 
criteria included: articles older than eight years old and articles that did not relate with 
occupational therapy and people experiencing homelessness. 
Eight articles were chosen for review for this module. Over twenty articles were 
initially considered based on their ability to be used to answer the question of what 
benefits the inclusion of occupational therapy in homelessness services would provide. 
From that larger pool of articles, the eight selections were chosen for their rigor and their 
usefulness in demonstrating occupational therapy’s application to a variety of different 
problem areas frequently faced by people experiencing homelessness. 
The articles presented exhibited a variety of potential benefits and areas to 
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consider application of occupational therapy services. The articles have been broken into 
the following themes; 1) serious mental illness and addiction (Gibson, D’Amico, Jaffe, & 
Arbesman, 2011; Ikiugu, Nissen, Bellar, Maassen, & Van Peursem, 2017; Wasmuth, 
Pritchard, & Kaneshiro, 2016), 2) activities of daily living and skill development 
(Marshall & Rosenberg, 2014, Roy et al., 2017; Thomas, Gray, & McGinty, 2011), and 
3) education/employment (Arbesman & Logsdon, 2011; Noyes, Sokolow, & Arbesman, 
2018). These categories were formulated based on common needs, or areas for work, 
with people experiencing homelessness and were additionally guided by the content of 
the existing body of literature. Some studies included in the review explored more than 
one theme, so an effort was made to group the articles based on their primary theme.  
These themes represent common issues faced by people affected by 
homelessness. Because they fall within the domain of occupational therapy, the inclusion 
of occupational therapy, and occupational therapy practitioners, represent a potential 
benefit for the agencies that currently serve the population. 
The first theme is the application of occupational therapy in the support of those 
experiencing serious mental illness and/or addiction, a common problem area in people 
experiencing homelessness. The articles which primarily related to this theme were all 
systematic reviews published within the last eight years (Gibson, D’Amico, Jaffe, & 
Arbesman, 2011; Ikiugu, Nissen, Bellar, Maassen, & Van Peursem, 2017; Wasmuth, 
Pritchard, & Kaneshiro, 2016). Taken in aggregate, the authors of these articles included 
use of occupation and activity-based interventions, cognitive support and remediation, 
and compensatory strategies for managing maladaptive behavior. These services can be 
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included both in individual and group settings, using occupational therapy as the primary 
role in supporting people experiencing these issues. One article also made the important 
distinction that occupational therapy is only a part of the solution in treating these 
deficits, noting that case management, psychotherapy, and a medical regiment such as 
psychotropic medication are critical in supporting this population as well (Arbesman & 
Logsdon, 2011). 
The second theme relates to the benefit of the inclusion of occupational therapy as 
it relates to development of activities of daily living and instrumental activities of daily 
living. This can include skills development focused on people currently experiencing 
homelessness (Gibson, D’Amico, Jaffe, & Arbesman, 2011; Roy et al., 2017; Thomas, 
Gray, & McGinty, 2011) or it can focus on supporting those transitioning from 
homelessness into housing (Marshall & Rosenberg, 2014). Skill development can include 
activities such as basic self-care tasks such as bathing and grooming and skills not 
commonly used in homelessness that are important for independent living like meal 
preparation. It can also include high level instrumental activities of daily living like 
budgeting or using a smart phone to make and travel to a medical appointment. Each of 
the articles supported the role and benefit of occupational therapy in supporting people in 
these areas through use of activity- and occupation-based treatment modalities. 
The final theme concerns occupational therapy’s potential benefit to agencies in 
the profession’s ability to focus on supporting people affected by homelessness with 
needs related to education and/or employment. In aggregate, the articles that fell under 
this theme focused on the role of occupational therapy in providing interventions that 
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support the development of skills, habits, and routine which will improve the likelihood 
of success for people attempting to participate in either education or employment through 
activity-based interventions, cognitive retraining, compensatory strategies, and 
occupation-based activities (Arbesman & Logsdon, 2011; Noyes, Sokolow, & Arbesman, 
2018). Like the other themes,, the authors in this theme described the potential for 
occupational therapy interventions delivered both in group and individual settings. 
Clinical Bottom Line 
The collection of eight articles included in this review suggests that the inclusion 
of highly skilled occupational therapy interventions in the services of those affected by 
homelessness can provide benefits both to that population and to the agencies that 
currently serve them. Furthermore, they support the idea that occupational therapy fills a 
niche not currently filled by other providers, and that occupational therapy services can 
be provided to this population across multiple settings through use of various modalities. 
In aggregate, the articles focused on occupational therapy’s unique role in 
providing services to this population, namely, the use of occupation- and activity-based 
treatment activities. In providing services in that manner, occupational therapy fills a 
unique role in developing skills and abilities through active participation and 
engagement. This runs in contrast to more traditional methods that focus on “doing for” 
instead of “teaching” and “doing with,” commonly provided by professionals that more 
often work with this population such as social workers. 
As noted above, occupational therapy also provides interventions in areas not 
commonly addressed by other professionals serving this population. In providing skills 
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based interventions around addiction and serious mental illness (Gibson, D’Amico, Jaffe, 
& Arbesman, 2011; Ikiugu, Nissen, Bellar, Maassen, & Van Peursem, 2017; Wasmuth, 
Pritchard, & Kaneshiro, 2016), education and employment (Arbesman & Logsdon, 2011; 
Noyes, Sokolow, & Arbesman, 2018), and skill development (Marshall & Rosenberg, 
2014, Roy et al., 2017; Thomas, Gray, & McGinty, 2011), occupational therapy fills a 
niche that does not commonly exist within services provided to people affected by 
homelessness as they are currently provided in the United States.  
The articles also collectively supported the effectiveness of occupational therapy 
services delivered either in individual or group settings. This represents a significant 
potential benefit for agencies that may be concerned about the cost of occupational 
therapy services compared to case management or social work, whose services are mostly 
commonly provided individually. Because there is support for the efficacy of 
occupational therapy services provided in a group setting, agencies may see the relative 
cost effectiveness of group services as a potential benefit of the inclusion of evidence 
based occupational therapy. 
More broadly, the articles demonstrated the effectiveness of occupational therapy 
services in working with the issues described, and help provide support to the idea that 
agencies currently working with people experiencing homeless would benefit from the 
inclusion of evidence-based occupational therapy treatment and interventions into their 
programming. All articles included in this study were high quality systematic reviews, 
which include at least one randomized control trial, providing significant evidence to 
support the value of occupational therapy. 
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Furthermore, the variety of different themes discussed in this review 
demonstrated the important potential for occupational therapy practitioners to serve this 
population, both in narrow contexts like addiction treatment centers or job training 
programs, and in broader settings like homeless shelters and transitional living facilities. 
The varied nature of services provided by occupational therapy practitioners to this 
population has a twofold benefit. It increases both the variety of areas in which 
occupational therapy can provide skilled interventions, and it also increases the variety of 
settings that would benefit from the inclusion of occupational therapy services. As 
demonstrated by the breadth of these studies, occupational therapy practitioners can have 
a place in homelessness services in settings ranging from addiction treatment centers, to 
homeless shelters, to inpatient psychiatric facilities. 
Despite the demonstrated effectiveness of occupational therapy services, there is 
still room for further research that builds upon the findings discussed above. 
Additionally, there is room for higher quality studies regarding the application of 
occupational therapy services to people affected by homelessness specifically as opposed 
to study of the issues faced that population generally. The reason for this choice is the 
higher quality of research regarding the applicability and effectiveness of occupational 
therapy to specific problem areas such as addiction or serious mental health challenges as 
opposed to the homeless population specifically.  	  
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Similarities and Differences 
Similarities 
All articles included in this study explored potential areas for occupational 
therapy intervention related to homelessness, or issues commonly faced by those affected 
by homelessness. They all supported the effectiveness of occupational therapy services 
delivered in multiple contexts (shelters, homes, streets, outpatient) and using multiple 
modalities (individual and group).  Additionally, the articles were all high-quality 
systematic reviews found within an academic journal. Each article contained at least one 
randomized control trial among the studies it examined. Generally, these articles were 
selected specifically because of their high quality relative to other articles regarding the 
topic.  
All articles in the sample were published between 2011 and 2018. The population 
samples varied considerably. With the exception of a single manuscript, all studies in this 
review were systematic reviews or meta-analyses. As such, the populations contained 
within those reviews vary widely, ranging from single subject case studies to randomized 
control trials with many participants. Settings also varied across the articles, from shelters 
to mental health clinics to the streets where people experiencing homelessness live out 
their daily lives. The wide variety of experiences presented within help create a rich 
picture of the roles and routines of this population and the ways in which occupational 
therapy might effectively intervene. 
In demonstrating the effectiveness of occupational therapy services through high 
quality research, the body of work in this review collectively provides affirmative support 
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to the supposition that occupational therapy has a valuable, unique, and beneficial role to 
play in services supporting people affected by homelessness. 
Differences 
The most significant distinction present in this collection of articles is that a 
number of articles explored the application of occupational therapy with the homeless 
population specifically (Marshall & Rosenberg, 2014; Roy et al., 2017; Thomas, Gray, & 
McGinty, 2011) whereas others only more broadly explore issues commonly faced by 
that population (Arbesman & Logsdon, 2011; Gibson, D’Amico, Jaffe, & Arbesman, 
2011; Ikiugu, Nissen, Bellar, Maassen, & Van Peursem, 2017; Roy et al., 2017; 
Wasmuth, Pritchard, & Kaneshiro, 2016). 
While this difference is significant, the latter articles still represented valuable 
support of the benefits of inclusion of occupational therapy in serving people affected by 
homelessness. Ultimately, occupational therapy practitioners working with this 
population are not “treating homelessness.” Rather, they are supporting people affected 
by homelessness through provision of highly skilled, occupational therapy services 
focused on the areas for intervention described above. The inclusion of both types of 
articles contributes to a high-quality body of work that supports the idea that it is 
beneficial to include occupational therapy services in homelessness services. 
Another important difference to consider within this collection of articles is their 
country of origin. Among articles in this group, there were three countries of origin; the 
United States (Arbesman & Logsdon, 2011; Gibson, D’Amico, Jaffe, & Arbesman, 2011; 
Ikiugu, Nissen, Bellar, Maassen, & Van Peursem, 2017; Noyes, Sokolow, & Arbesman, 
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2018; Wasmuth, Pritchard, & Kaneshiro, 2016), Canada (Marshall & Rosenberg, 2014; 
Roy et al., 2017), and Australia (Thomas, Gray, & McGinty, 2011). This difference is 
significant because of the different systematic and sociocultural issues regarding 
homelessness in these countries. Furthermore, it is worth noting the varying levels of 
existing participation of occupational therapy in mental health and homelessness services 
in these countries - such services are more common in Canada and Australia than in the 
United States.  
The differing countries of origin do not invalidate the usefulness the application 
of foreign studies to practice in the United States, but they provide a context that should 
be understood in using that research. 
Quality and Limitations of Current Research 
Searches of the literature using the Boston University Library search engine 
produced a significant amount of high-quality literature relevant to the scope of this 
project. The body of high quality was largely supportive of the role of occupational 
therapy in addressing the issues described in this paper.  
The articles in this review were highly generalizable to work with people 
experiencing homeless due to the variety of settings and treatment modalities described. 
Each of the reviews contained a high number of referenced articles. The volume of 
articles in addition to the variety of treatment modalities and contexts contribute to a high 
level of generalizability to diverse groups of people affected by homelessness.  
Limitations of the research include the aforementioned fact that several articles in 
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this review did not relate specifically to the homeless population. While a search of the 
literature produces a significant volume of high-quality research related to the scope of 
this project, there is relatively little high-quality research (randomized control trials or 
systematic reviews) that specifically explore the application of occupational therapy to 
people affected by homelessness as opposed to a focus on some of the specific challenges 
common in the population such as substance abuse or mental health challenges. The 
articles included in this review represented the highest quality research relating to 
occupational therapy’s application to that population specifically that could be found in 
the described literature search.  
Recommendations 
As discussed above, there is opportunity for further high-quality research in the 
area of occupational therapy services as they relate specifically to the needs of people 
experiencing homelessness. While this review provides affirmative support to that idea, 
specific research would provide even stronger support than what is present in this paper. 
Because of the unique nature of homelessness and the variety of interconnecting factors 
contributing to the difficulties experienced by that population, a study focusing only on 
common issues experienced by that population as opposed to common issues experienced 
as that population cannot present as complete a picture.  
Studies that focus specifically on populations of people affected by homelessness 
provide additional clarity in demonstrating the potential benefit of occupational therapy 
for people experiencing homelessness. By exploring the potential for occupational 
therapy within the unique context of homelessness, such studies provide a complete and 
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unambiguous picture of the potential benefits of such services.  
As such, there is great potential for further study in that area. While this review contains a 
body of literature that supported the benefit of the inclusion of occupational therapy in 
homelessness services, a review that contained eight articles that all dealt specifically 
with homelessness would make an even stronger case.
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CHAPTER THREE – Project Theoretical and Evidence Base 
Overview of the Problem 
B.R.O.T.H. will focus on the integration of occupational therapy practitioners into 
services for the homeless, and those transitioning out of homelessness to increase skills 
needed to be successful in independent living. The inclusion of such programming fills a 
gap that is not currently being provided by other practitioners that more commonly work 
with this population. This includes people who are or have experienced homelessness 
including case managers, social workers, mental health counselors, and other similar 
providers. 
The proposed program, described as follows, will include evidence-based 
evaluation and interventions, a theoretical and evidence base, a set of desired outcomes, 
potential obstacles, clinical scenarios, and takeaway ideas from the project. Describing 
the proposed program in detail will consider the audiences that may be potential funders 
or otherwise interested parties of this type of programing. Ultimately, a program like this 
that will be serving a population that is largely uninsured or under-insured will likely not 
be sustainable by any kind of fee-for-service or insurance billing alone.  Therefore,  this 
target audience is critical to the program not only getting off of the ground, but being able 
to serve these populations over the long term while maintaining financially viability. 
Description of Intervention and Programing 
The program proposed by this project consists primarily of client-centered and 
occupation-based interventions in the client’s own home which are designed to increase 
their levels of independence, safety, and stability in independent living after transitioning 
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from homelessness. Interventions in B.R.O.T.H. will be provided exclusively by an 
occupational therapy practitioner, defined here as either an occupational therapist or an 
occupational therapy assistant.  
Clients matriculate into occupational therapy programming on a referral basis. 
Referrals can come from the client’s primary healthcare provider (physician, nurse 
practitioner, physician’s assistant, etc) or social service personnel such as case managers, 
social workers, or mental health counselors providing wraparound homelessness services 
to the client. Referrals should be made based on need relating to perceived deficits or 
opportunities for growth in knowledge, skills, and abilities needed to maintain safe and 
stable independent living with the maximum level of independence as is possible.  
Example of such areas for intervention are numerous and wide-ranging. 
Experiencing homelessness can result in a loss of, or failure, to ever develop numerous 
skills necessary to live stably, safely, and independently in the community. The issues 
faced can fall into several categories, including; 1) serious mental illness and addiction 
(Gibson, D’Amico, Jaffe, & Arbesman, 2011; Ikiugu, Nissen, Bellar, Maassen, & Van 
Peursem, 2017; Wasmuth, Pritchard, & Kaneshiro, 2016), 2) activities of daily living and 
skill development (Marshall & Rosenberg, 2014, Roy et al., 2017; Thomas, Gray, & 
McGinty, 2011), and 3) education/employment (Arbesman & Logsdon, 2011; Noyes, 
Sokolow, & Arbesman, 2018).  
Occupational therapy practitioners have the education, skills, and approaches 
necessary to assist individuals transitioning from homelessness address these barriers that 
might impact a person’s ability to live safely, successfully, and with the most 
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independence as is possible in the community. This program will focus on occupation-
based, skills-focused interventions designed to improve the lives of the people engaging 
in the program. 
Occupational therapy services will focus almost exclusively on providing 
assessment and intervention to formerly homeless individuals who have been housed by 
social service providers. In Chicago and many other parts of the country, these types of 
programs are referred to as “supportive permanent housing.” This is to say that the people 
receiving services will likely need continuing services beyond simply being housed. Most 
often, this service is intensive case management. This program aims to add occupational 
therapy to the available services for this vulnerable population. 
The program is to be delivered in the context of the home environment. In most 
cases of someone transitioning from homelessness to being housed, this setting may be an 
apartment or a single room occupancy unit. The program should be delivered in the home 
so that the client will be able to translate what they learn through occupational therapy 
interventions into their own home environment.  
Programming would be delivered by occupational therapy practitioners in 
collaboration with referring providers such as case managers, social workers, physicians, 
and others who work with this population. Programming is to be delivered exclusively on 
an individual basis and almost exclusively in the homes of the clients. The program is 
theoretically also open to people currently experiencing homelessness, but preparing to 
transition into housing.  Though the vision of the program, while this would likely be a 
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rare occurrence it could be appropriate when occupational therapy could have an impact 
on someone’s ability to secure housing. 
Basis 
This programming is based both on research that establishes the need for skilled 
occupational therapy services due to the population need, and the basis for the modes of 
intervention and use of theory implemented in the program’s assessment and 
intervention.  
Occupational therapy has been shown to be an effective intervention for the 
challenges commonly faced by those currently or recently experiencing homelessness. 
Examples of such challenges in which occupational therapy has been demonstrated to be 
an effective intervention include the development of independent skills lost or never 
gained in homelessness (Marshall & Rosenberg, 2014; Roy et al., 2017; Thomas, Gray, & 
McGinty, 2011), mental health challenges (Arbesman & Logsdon, 2011; Gibson, 
D’Amico, Jaffe, & Arbesman, 2011; Ikiugu, Nissen, Bellar, Maassen, & Van Peursem, 
2017; Noyes, Sokolow, & Arbesman, 2018), and addiction (Wasmuth, Pritchard, & 
Kaneshiro, 2016).  
Among these publications, it is further described that occupational therapy can 
play a role in facilitating a successful return to employment, education, volunteer work, 
and other valued activities and occupations for members of the vulnerable populations 
served by this program (Arbesman & Logsdon, 2011; Gibson, D’Amico, Jaffe, & 
Arbesman, 2011; Ikiugu, Nissen, Bellar, Maassen, & Van Peursem, 2017; Marshall & 
Rosenberg, 2014; Noyes, Sokolow, & Arbesman, 2018; Roy et al., 2017; Thomas, Gray, 
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& McGinty, 2011; Wasmuth, Pritchard, & Kaneshiro, 2016). 
Occupational therapy's focus, as outlined in these articles on skill-development 
and evidence-based occupation-focused treatment, sets it apart as a profession among the 
other healthcare professionals that more commonly serve this population. Utilizing this 
extensive evidence base in requests for funding, grants, and other means of support 
represents a valuable means by which the unique role and value of occupational therapy 
in this setting can be demonstrated. 
Desired Outcomes 
Fundamentally, the desired outcome of programming is an increase in the 
likelihood that the people served by it will be able to live safely and independently in the 
community on a long-term basis. This will be demonstrated through a series of smaller, 
measurable, and achievable goals by which program implementers can demonstrate the 
effectiveness of programing to potential funders.  
As such, the primary outcome measures to be used in crafting grants and other 
demonstrations of program effectiveness are as follows, listed as desired outcomes; 
• An increase in reported levels of performance in at least one goal area using the 
Canadian Occupational Performance Measure. 
• An increase in reported levels of satisfaction in at least one goal area using the 
Canadian Occupational Performance Measure. 
• An increase in client reported sense of volition and task mastery as measured by the 
Occupational Self-Assessment. 
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• An increase in adherence to medical appointments following occupational therapy 
intervention. 
• An increase in adherence to prescribed medication following occupational therapy 
intervention. 
• An increase in likelihood of remaining stably housed following occupational therapy 
intervention. 
 These outcomes will be measured in at least at initial evaluation and discharge, 
providing a means of establishing pre and post-test data. Measuring data at the initiation 
of treatment and at the end of treatment will provide a means by which practitioners, 
evaluators, and funders can discern the extent to which programing was effective. 
Programmatic decisions and attempts to secure funding can be built using this pre and 
post-test data as a foundation. 
 Specifically, the COPM and OSA will each be performed by the occupational 
therapy practitioner at evaluation and discharge, and other intervals in between as 
appropriate. Metrics including medication adherence and housing stability are tracked 
through housing case management programs. Collaborating with these case management 
partners to determine the effect of occupational therapy on these metrics will provide an 
additional source of data which can support the unique value of occupational therapy in 
this setting. 
In addition to the above questions focused on progress towards goals and metrics 
that will be appealing to funders, it will also be important for this project to have a means 
by which clients can have a voice. That voice will come in the form of a client 
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satisfaction survey. Utilizing a  formative data collection method, the survey will focus 
primarily on clients’ reported levels of satisfaction regarding various aspects of 
programing as opposed to tracking specific clinical outcomes, as those outcomes are 
already being tracked by the above assessments. 
Potential Barriers and Challenges 
In the case of this proposed program, there are a number of potential challenges 
for program administrators and practitioners to be aware of. Two that stand out amongst 
the barriers associated with any new program such as the need for training and the 
generation of referrals are; 1) the relatively high cost of occupational therapy 
practitioners in terms of salary compared to practitioners more commonly serving this 
population and 2) the lack of understanding of and familiarity with occupational therapy 
in this setting. Furthermore, there is an additional hurdle to be aware of concerning the 
population being served - low levels of literacy and education necessitate an increased 
level of attention to issues like health literacy and the use of simple and digestible 
assessment and intervention strategies. 
The first barrier, cost, represents a significant barrier for entry of occupational 
therapy into this setting and with this population. Per the United States Bureau of Labor 
Statistics, occupational therapists earn an average of $84,270 per year and occupational 
therapy assistants earn an average of $57,620 per year. Compared to social workers 
($49,470 per year), mental health counselors ($44,630 per year), and community health 
workers ($46,080 per year), occupational therapy practitioners represent a significantly 
more expensive investment (Bureau of Labor Statistics, 2018).   
		
44 
This obstacle necessitates a focus on tailoring the design of this project to be 
attractive to potential funders, especially providers of grants such as private foundations 
and municipal organizations. All of the program’s outcomes and data recording should 
and will be designed with potential funding sources in mind. Demonstrating the 
effectiveness of occupational therapy services will be critical to solidifying the 
justification for the additional expense associated with occupational therapy personnel.  
It will be critical for all requests for consideration of funding to demonstrate the 
unique value of occupational therapy in this setting compared to other professions. 
Occupational therapy's focus on client-centered, occupation-based, and skills-focused 
training is unique among the professions currently working with this population (Thomas, 
Gray, & McGinty, 2011). Furthermore, occupational therapy has been shown to provide 
clinically effective interventions for people experiencing homelessness, mental health 
challenges, and addiction (Ikiugu, Nissen, Bellar, Maassen, & Van Peursem, 2017; 
Thomas, Gray, & McGinty, 2011; Wasmuth, Pritchard, & Kaneshiro, 2016). These facts 
justify in part the elevated cost of occupational therapy compared to treatment as usual. 
On a similar theme, there is an existing lack of familiarity with occupational 
therapy in this setting due to the profession’s limited presence compared to the 
professions listed above and others such as nurses and physicians. Occupational therapy 
practitioners working in this setting must be the best providers that they can be while also 
trying to be the very best representatives and marketers of their profession that they can 
achieve.    
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Unlike providers working with occupational therapy practitioners in more 
common settings for the profession such as physical rehabilitation or schools, 
occupational therapy practitioners in this setting may very well be the first exposure that 
members of the interdisciplinary team will have to the profession of occupational 
therapy. As such, a critical step to overcoming this pitfall will be to positively represent 
the profession of occupational therapy so that other professionals serving this population 
will want to work with occupational therapy.  
A final challenge inherent to this work will be brought on by some of the 
challenges experienced by people who are experiencing or have recently experienced 
homelessness.  Most significant among these challenges are low levels of both general 
and health literacy amongst this population. In general, health literacy and literacy levels 
are significantly lower within this population compared to the population at large (Kiser 
& Hulton, 2018).  
Due to this reality, occupational therapy practitioners working with this 
population will have to make thoughtful and appropriate adjustments often over the 
course of their work. Actions like verbalizing assessments that might otherwise be 
presented in writing or providing pictorial handouts as opposed to handouts using the 
written word are examples of the kinds of accommodations that occupational therapy 
practitioners might need to make to enable their clients to maximally participate in their 
treatment, and in the occupations that they participate in on a daily basis.  	  
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Examples  
The application of occupational therapy in this program will be primarily aimed 
towards increasing the independence and safety of formerly homeless individuals who 
have transitioned into independent living. The variety of areas in which this population 
can sometimes experience challenges in this transition is outlined above. The following 
three examples provide insight into the potential and unique value of occupational 
therapy in this setting. 
Karen is a 57-year old formerly homeless individual who was referred to 
occupational therapy by her physician due to a consistent presentation of being unable 
to manage her own hygiene as evidenced by odor. The physician questioned Karen on 
her hygiene but she responded defensively.  
The occupational therapy practitioner discovered on evaluation in Karen’s home 
that in fact, she had not been practicing good bygone because she was not comfortable 
stepping over the lip of her bathtub due to a fear of falling and hurting herself. The 
occupational therapy practitioner educated the client on a tub transfer bench as a 
potential aid for her to ease her ability to bathe independently. The client expressed an 
interest in use of the bench. 
Due to the client’s lack of insurance and financial means, the occupational 
therapy practitioner worked with the case manager to acquire a bench through agency 
resources. The occupational therapy practitioner helped the client setup the bench and 
ensured that she was safe using it for bathing. After just three sessions, the client was 
discharged from occupational therapy having increased her independence in bathing. 
		
47 
Ted is a 75-year old formerly homeless male who has been living in an 
apartment for nine months. Ted’s case manager referred him to occupational therapy 
due to concerns about his ability to manage his medication independently.  
The occupational therapy practitioner discovered that Ted had difficulty 
interpreting the directions associated with his medications due to a combination of poor 
health literacy and difficulty reading the text. As such, the occupational therapy 
practitioner worked with the pharmacist to have larger text prescriptions printed for the 
client so that he would be able to read them independently. The occupational therapy 
practitioner also worked with the client’s physician to generate a referral to a culturally 
sensitive optometrist.  
Additionally, the occupational therapy practitioner collaborated with the rest of 
the healthcare team in order to generate instructions and information regarding his 
medication that was more appropriate for the client’s levels of health literacy. 
Following this change, the client felt more comfortable taking his medication 
independently.  
The occupational therapist continued meeting with the client and supervising his 
medication routine until the client was able to demonstrate independence in managing it 
without further intervention. At that time, the client was discharged. 
Jack is a 32-year old formerly homeless individual living with depression and 
anxiety who has secured housing in a studio apartment through his case manager at 
Housing First Social Services Agency Inc. Jack has not lived independently as an adult 
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and has effectively been homeless on a near continuous basis since he was a teenager. 
Due to his homelessness, Sam has never had to manage his own money before. His case 
manager referred him to occupational therapy to help him improve his budgeting skills. 
Using scaffolded learning principles, the occupational therapy practitioner 
worked with Jack to help him improve his basic budgeting and money management 
skills. Beginning primarily with observation and progressing to having Sam complete 
more and more areas of the task, Jack slowly developed his level of competence and 
comfort in developing the skills he would need to manage his money sufficiently so that 
the lack of this skill would not jeopardize his ability to maintain housing.  
Once Jack had developed this skill sufficiently, he was discharged from 
occupational therapy services, having demonstrated an ability to consistently complete 
basic money management tasks independently. 
 
Summary and Conclusion 
This project fills an important gap in the scope of services being provided to 
people who have experienced homelessness. While existing services such as social work 
and case management provide valuable psychosocial support to clients in need, only 
occupational therapy provides a focus on occupation-based, skills-based training aimed 
specifically at increasing a client’s likelihood of remaining safely and stably housed in 
the community with as much independence as possible.  
This module has outlined the core assets of program delivery and evaluation. 
		
49 
Program delivery includes in-home, individual interventions designed to improve the 
independence and safety of clients transitioning from homeless to housing through 
programs designed to aid in such transitions, such as scattered site rehousing programs or 
intensive housing case management. 
This module has also outlined evaluation measures. Pre-and post-test measures 
are to be implemented consistently using the OSA and COPM as occupational therapy 
specific assessment measures as well as tracking data that is already captured by 
homeless services provided including housing stability, medication adherence, and 
adherence to medical appointments. By tracking these metrics at appropriate pre-and 
post-test intervals, practitioners and program evaluators will be able to determine the 
degree to which programming was effective and will be able to use positive data in 
support of applications for funding, especially in municipal or private grant applications. 
As is the case with all such programs, it will be up to program implementers, 
administrators, and practitioners to use the contents of this project as a building block 
from which to start the construction of programs tailored for use with specific 
populations, geographic regions, and other systems. By consistently utilizing evidence-
based and occupation-focused practice, evaluating program outcomes, and collaborating 
with other providers, responsible parties will have the necessary tools to implement, 
grow, and adapt this program to the needs of the people they serve. 
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CHAPTER FOUR –  Evaluation Plan 
Program Scenario and Stakeholders 
This program is focused on further developing occupational therapy’s role in 
serving people who have recently transitioned out of homelessness into being housed. 
While the occupational therapy practitioners involved will be involved in a number of 
secondary activities such as education of stakeholders, the program is primarily one that 
is built upon delivering skilled occupational therapy interventions aimed at increasing 
formerly homeless clients’ ability to live safely and independently at home. 
This is an area of practice which occupational therapy’s role is still, at best, 
emerging and at worst absent. This program fills a need for occupation-based, skills-
focused training of specific skills needed for safe and independent living in the 
community in this population that is not currently being addressed by other professionals 
that work in this field such as social workers, case managers, and others. 
The primary goal of the program is to solve the unaddressed problem of people 
recovering from homelessness not having the skills needed to live safely and 
independently in the community. Quite often, skills like bill paying, money management, 
meal preparation, or hygiene are lost or never gained in homelessness. This program aims 
to improve them to the greatest extent possible to ensure safe, independent living 
independent living in the community.  
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Case study 
In this program, an occupational therapy practitioner might serve a client in the 
following situation. Jackson, a formerly homeless man in his mid-forties living with 
schizophrenia, has just been housed in a single room occupancy unit after a period of 
homelessness lasting six years. Because of his long period of homelessness, Jackson has 
an underdeveloped ability to complete laundry independently. An occupational therapy 
practitioner working in those programs was referred to see Jackson in his home and 
evaluate the barriers and other factors preventing Jackson from completing laundry. 
Using occupation-based interventions focused on actually completing the task of doing 
laundry, the occupational therapy practitioner worked with Jackson first by modeling 
the activity and then progressively scaffolding the learning experience so that Jackson 
would progressively do more and more of the activity on his own with progressively 
less cueing and supports. Eventually, Jackson was able to complete laundry 
independently and safely in the home environment. 
 
The program is to be delivered in the context of the home environment. In most 
cases of someone transitioning from homelessness to being housed, this will be an 
apartment or a single room occupancy unit. The program will be delivered in the home so 
that the client will be able to translate what they learn through occupational therapy 
interventions into their own home environment.  
Programming will be delivered by occupational therapy practitioners in 
collaboration with referring providers such as case managers, social workers, physicians, 
and others who work with this population. Programming is to be delivered exclusively on 
an individual basis and almost exclusively in the homes of clients. The program is also 
open to people currently experiencing homelessness but preparing to transition into 
housing, though this would be a relatively rare occurrence, reserved only for scenarios 
where it is thought that occupational therapy could have an impact on someone’s ability 
to secure housing. 
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The primary intended audiences for outcome data collected through programming 
are funding agencies, which provide grants and other financial support and the agencies, 
such as social service agencies, that would provide support and employment to 
occupational therapy practitioners.  Primarily, the data is collected as a means of 
demonstrating the program’s effectiveness. As such, it is meant to show these audiences 
that the programming is worth continuing. 
Vision for Program Evaluation Research 
Program evaluation for this project will be completed primarily through the use of 
evidence-based occupational therapy assessments that provide measurements of client 
progress. Specifically, practitioners will assess clients at various intervals using the 
Occupational Self Assessment (OSA) and the Canadian Occupational Performance 
Measure (COPM). These assessments will allow stakeholders to see the impact the 
program is having without needing to additional research or evaluation beyond the 
normal course of clinical practice.  
An additional metric to be used for program evaluation will be the client’s 
adherence to medical appointments and medication. These metrics are already tracked by 
case management and social work personnel, so tracking that metric and including it for 
clients that are working on that as a goal area will help further demonstrate the value of 
the project — again, without doing any additional work. This isn’t important because it’s 
easier, though it is — it’s important because it allows practitioners to focus on delivering 
services. Data collection, while important, will be a natural byproduct of the delivery of 
services. 
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Ideally, pre and post-test results for these metrics will reveal improvements. 
Being able to demonstrate improvements numerically, such as through increased COPM 
scores or an increased percentage of adherence to medication, can serve as a valuable 
means by which to showcase the impact made by occupational therapy practitioners. 
Demonstrating that impact will be a critical impact to securing a continuation of program 
funding.  
 In addition to the outcome data formed through the completion in the course of 
occupational therapy treatment and intervention using the OSA and COPM, all who 
participate in occupational therapy treatment through this program will be encouraged to 
participate in a follow-up satisfaction survey. Because areas like “progress towards 
goals” are already being captured by the above metrics, these surveys will focus more on 
client satisfaction and clients’ perception of potential room for program improvement as 
well as their perception of existing program strengths.  
This combination of data will help program implementors both understand and 
demonstrate the results of occupational therapy treatment and intervention as well as help 
guide the program for the future. Thoughtful changes and attention to opportunities for 
continuous improvement can help the program secure funding, maintain funding, and 
grow into something bigger than it started as. 
Engagement of Stakeholders 
The program will be primarily funded through the acquisition of grants from 
private funders and government agencies. Many of these types of funders require regular 
reports regarding progress towards agreed upon metrics within a grant. These can be in-
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person meetings, simple dissemination of the information, or even audits by the funder. 
Regardless of method, it is important for the occupational therapy practitioner to be 
aware of the means by which the program is being assessed and how that information is 
being communicated. Even if such data gathering and dissemination is being carried out 
entirely by the development or quality assurance  side of an agency, practitioners must be 
aware of and working collaboratively towards means of getting these financial 
stakeholders further involved and aware of the work being done.  
Other than funders, the other key stakeholders are the providers already working 
with people experiencing homelessness. This can include physicians, social workers, and 
other professionals that are already established in working with this population. It is 
critical to increase their knowledge and secure their buy-in as a referral source. Without 
them, there will be no clients to serve. 
As such, engagement with them represents a critical undertaking for this program. 
By necessity, a great deal of communication with these important stakeholders will take 
place by phone or secure electronic communication. However, in-person meetings or 
video conferencing, are means by which practitioners and other parties involved with 
programming can build rapport and familiarity with referral sources. Familiarity be a 
significant contributor in building critical relationships. 
Simplified Logic Model for Use with Stakeholders 
The following logic model demonstrates the basic tenants of this program. In 
general, the program focuses on increasing skills of independent living for people exiting 
homelessness and transitioning into housing. The kinds of skills that may be eroded or 
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underdeveloped during homelessness are the main areas for focus of occupational therapy 
intervention along with medication and medical appointment adherence. 
Figure 4.1 Simplified Logic Model 
Client 
Resources 
-Clients: Individuals recently or currently affected by homelessness. 
-Resources: OT practitioners, evidence-based assessment and intervention 
tools. 
Intervention 
Activities 
-Occupation-based skills training such as meal preparation, instruction on 
public transit, etc. 
-Interventions designed to increase knowledge of independent living skills 
such as independent living skills such as being a good neighbor, social skills, 
money management. 
Program 
Outputs 
-Revenue generated through Medicaid billing 
-Increased safety and independence in the community 
-Improved adherence to medical appointments and medications 
Short-Term 
Outcomes 
-Ability to collaborate with OT towards the completion of occupation-based 
goals. 
-Increased confidence in ability to live independently and knowledge of 
available resources. 
Intermediate 
Outcomes 
At one month: 
-Increased knowledge of OT services amongst providers. 
-Increased independence and safety in functional tasks. 
Long-Term 
Outcomes 
-Improved ability to live independently and safely in the community. 
 
Preliminary Exploration and Confirmatory Process 
Collaboration among the stakeholders of this program will be facilitated by 
regular (monthly or bi-monthly) meetings between occupational therapy practitioners and 
stakeholders. These meetings will be used to discuss client cases and collaborate, as is the 
case for most meetings of this nature. However, they will also be used in order to 
promote occupational therapy’s role, listen for potential opportunities for an occupational 
therapy referral, etc. Meeting should be held in person as often as is possible, but there 
will be instances that this will not be the case. The stakeholders present in these meetings 
are described above — physicians, social workers, case managers, mental health 
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professionals, etc.  
The logic model and a presentation on occupational therapy services and evidence 
as to the effectiveness of those services will be provided to stakeholders in an initial 
meeting. While these will not need to be provided in subsequent meetings, it is important 
to begin with a thorough and clear explanation as to what occupational therapy is and 
who would benefit from services. It would also be important to explain the evaluative and 
assessment methods including the COPM and OSA and how those tools can both 
demonstrate the effectiveness of services and inform treatment choices. 
It will also be important to ensure that these stakeholders feel like they are gaining 
access to a service that will help them and will value their input. It’s critical that they feel 
that this programming will make their lives and jobs easier, not harder. Soliciting 
questions, feedback, and conversation will help these stakeholders feel like they are a 
vital part of this program and vice versa. 
Program Evaluation Research Questions by Stakeholder Group 
This program has a number of stakeholders that will be interested in evaluating 
the success of occupational therapy services in helping people who have experienced 
homelessness. Among the relevant stakeholders are program funders, referring providers, 
and the occupational therapy practitioners delivering services. 
Clients, too, represent an important stakeholder group. While they are more 
directly tied to “inputs” than “outputs,” there can be no programming without the clients 
participating in it. 
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Table 4.1  
Stakeholders and research questions 
Stakeholder 
or 
Stakeholder 
Group 
Types of Program Evaluation Research Questions 
Funders 
including 
hiring 
organizations, 
private and 
municipal 
grants, etc. 
Qualitative: 
• How does the inclusion of occupational therapy services align with 
the mission of our organization? 
• Is this type of programming already being provided by existing 
services such as case management? 
• What are potential benefits of the inclusion of occupational therapy 
services being integrated into work with our clients? 
• What types of services are our clients going to benefit from which 
occupational therapy offers? 
• Are clients satisfied with service as demonstrated by their 
satisfaction surveys? 
Quantitative: 
• How are clients progressing towards particular metrics such as 
adherence to medication or medical appointments? 
• How does the provision of occupational therapy services affect an 
individual’s likelihood of hospital readmission or over-utilization of 
the emergency room? 
Referring 
providers such 
as physicians, 
case managers, 
etc. 
Qualitative: 
• Is occupational therapy something that can benefit people who have 
experienced homelessness? 
• Does occupational therapy increase the likelihood of my clients 
reaching their goals? 
• Will occupational therapy increase the likelihood that an individual 
will be successful and safe in independent living? 
Quantitative: 
• Does the integration of occupational therapy into services for people 
who have recently experienced homelessness lead to an 
increase in medication adherence? 
• Does the integration of occupational therapy into services for people 
who have recently experienced homelessness lead to an increase in 
appointment adherence? 
• Is occupational therapy likely to reduce hospital readmission rates? 
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Practitioners Qualitative: 
• Are provided interventions having the desired effect on the 
recipients of services? 
• Are individuals receiving services increasing their progress towards 
desired goals? 
• Which types of interventions are most effective in helping this 
population achieve their goals? 
• What areas do clients/recipients of services identify as core program 
strengths? 
• What areas do clients/recipients of services identify as areas in 
which the program has room for improvement? 
Quantitative: 
• To what extent are individuals experiencing an improvement in 
medication and appointment adherence following provision of OT 
services? 
• To what extent are individuals less likely to be readmitted to the 
hospital following OT intervention? 
Clients Qualitative: 
• What impact are my inputs having on programmatic choices and 
decision making? 
• Is there a place for my voice to be heard? 
 
Research Design   
Research design will focus on outcomes that will be appealing to grant funders, 
the most common source of programmatic funding in nonprofit social services. Because 
of the limited time and budgets associated with such work, it is important to gather as 
much data as possible from work that will naturally be done over the course of 
occupational therapy programming as opposed to taking resources necessary for 
additional, labor intensive research. Client satisfaction surveys will represent the only 
“additional” step of outcomes measurement. 
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Research design is to be a mix of formative and summative design. Results will 
be drawn primarily from the results of client’s participation in the Canadian Occupational 
Performance Measure (COPM) and the Occupational Self Assessment (OSA), systems 
that are in place within case management assessment and Chicago’s Homeless 
Management Information System which track medication and medical appointment 
adherence, and similar methodology to track the rates at which individuals maintain their 
housing.  
With the exception of the results from the COPM and OSA, all of this information 
is being gathered as a part of existing programing. The implementation of occupational 
therapy services will provide the natural “before-after” point for those individuals who 
receive services. 
The following questions will be tracked, specifically: 
• What percentage of clients report an increase in their level of performance 
regarding a specific goal using the COPM? 
• What percentage of clients report an increase in their level of satisfaction 
regarding a specific goal using the COPM? 
• In what ways do clients report a change in their volition and sense of task 
mastery as gauged by the OSA? 
• What percentage of clients increase their adherence to medical appointments 
following occupational therapy intervention? 
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• What percentage of clients increase their adherence to medication following 
occupational therapy intervention? 
• What percentage of clients remain stably housed one year following the 
provision of occupational therapy intervention? 
In addition to the above questions focused on progress towards goals and metrics 
that will be appealing to funders, it will also be important for this project to have a means 
by which clients can have a voice. That voice will come in the form of a client 
satisfaction survey. The contents of the survey will be further outlined in the “methods” 
section below.  
Methods 
Because this is a pilot program, it’s realistic to anticipate a relatively low number 
of participants in the first year compared to what would be expected in subsequent years. 
As such, it’s reasonable to stake out an estimate of 25-30 participants in the program’s 
first year to be included in outcome measurement. 
Inclusion criteria would be that the client was recently rehoused from 
homelessness and worked with occupational therapy providers through this program. The 
primary exclusion criteria would be clients who were not recently homeless, clients who 
did not work with occupational therapy practitioners, and clients who were unwilling to 
be a part of any kind of data collection or study. 
Participants will be recruited as a part of their enrollment in the program. 
Participants will be asked to “opt in” to participation in data gathering for the purposes of 
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research and support for grant requests and will be provided with information and 
education regarding the ramifications of such participation. 
Confidentiality will be ensured by assigning each participant a number in tracking 
data and qualitative responses as to protect their identity. Basic demographic data will 
also be tied to each number so that such data can be used to learn more about 
programming and the population being served. 
Assessment data will be gathered using computerized versions of the COPM and 
OSA administered by the occupational therapy practitioner at evaluation, discharge, and 
other intervals throughout treatment as appropriate. Other data, including medication 
adherence, appointment adherence, and housing status is already collected through the 
client’s case manager and that information will be used as a pre and post-intervention 
measure.  
Dependent variables in this program have been discussed, but to briefly review, 
they will include the following: COPM scores for performance and satisfaction, OSA 
measures, medication adherence, appointment adherence, and housing status. These 
metrics provide a variety of different data points from which funders and other interested 
parties can view the effectiveness of programming. 
Data will be recorded and stored electronically including assessment results, 
adherence numbers, and housing data. All of it can be stored on a spreadsheet or other 
tool after being pulled from the original assessment tool or case management database.  
Qualitative responses can be coded into themes such as “skills of independent living,” 
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“safety,” “appointment adherence,” etc. as appropriate. 
The primary statistics used within these outcome measures will be means, 
medians, and change scores. It will be important to calculate both mean and median so 
that those consuming the data can get both the average and a number that is not so 
influenced by extremes on either end of the spectrum. A change score will demonstrate 
the degree to which programming was or was not effective 
Specific data gathering methodologies are outlined below: 
Formative or process research data gathering   
Formative data will be collected by two primary means; the “I would like to 
change/comments” section of the OSA and client satisfaction surveys. Both of these areas 
represent a way for clients to have a voice, both in their treatment and in the shape of this 
program. 
In the case of the OSA, data will be gathered by the occupational therapy 
practitioner during the course of treatment. The OSA will be administered at initial 
evaluation and discharge as well as at appropriate intervals in between those times, to be 
determined by the treating occupational therapist. 
The survey, on the other hand, must not be gathered by the occupational therapy 
practitioner though they can physically provide it. To ensure that the client feels 
comfortable being as honest as possible, the survey should be administered by a case 
manager or other provider. This can be done in person or on the phone. Literacy issues 
should be considered an important factor in deciding whether to administer the survey 
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verbally or via pen-and-paper. 
Formative or process data management and analysis 
Data collected via the survey will be stored electronically and also compiled into 
aggregate data using survey management tools such as Qualtrix. Depending on the size of 
the program, it may not be realistic for practitioners or administrators to look over each 
survey individually. As such, a program like Qualtrix can help compile results into a 
single document which will allow survey data to be viewed in one location. 
OSA data, on the other hand, will be used primarily to inform treatment planning. 
It will, however, be stored electronically along with the summative data below and client 
goals in a file that will code client goals, responses, and outcomes into themes so that a 
greater level of understanding of the realities of program services can be developed. 
Summative or outcome research variables and measurement 
Summative data will include the following; 
• Changes in scores in the OSA 
• Changes in scores in the COPM 
• Changes in medication adherence pre and post-treatment as measured by existing case 
management assessment data 
• Changes in appointment adherence pre and post-treatment as measured by existing case 
management assessment data 
• Housing stability one year following treatment as measured by case management and 
existing data systems such as Chicago’s Homeless Management Information System. 
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Measurement and collection of this data has been discussed elsewhere in the 
paper, but includes occupational therapy assessments, data tracked within the Homeless 
Management Information System, and case management assessment data. 
Summative or outcome data management and analysis. 
All summative data will also be stored electronically and in aggregate. Because 
all of these numbers are going to matter to funders significantly more in aggregate than 
individually, it will be important to have a system in place to quickly add individual 
results entered by practitioners or administrators into aggregate data that can be easily 
viewed by interested parties. For example, a program must be in place to view the 
average COPM scores as opposed to each assessment, and newly entered data must be 
added to that aggregate automatically. This can be done using programs such as 
Microsoft Excel or Microsoft Access. 
Data must be stored confidentially, on password protected machines and in 
password protected files. All aggregate data must be completely de-identified to protect 
client confidentiality. Given these actions, the data will represent a rich source of 
information from which practitioners and administrators can both carefully consider 
changes to programming as well as have data at the ready to demonstrate the 
effectiveness of programming to potential funders. 
Disseminating the Findings of Program Evaluation Research 
It’s useful to differentiate the different ways in which the outcomes measurements 
associated with this program will be disseminated. As was mentioned above, this will 
largely depend on the stakeholder to whom it is being distributed. 
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Client survey results will be primarily for internal use. The results will be 
disseminated to program administrators, occupational therapy practitioners, and other 
relevant stakeholders who have a concern with the program’s day-to-day implementation. 
These results will be an important part of determining future programmatic choices such 
as treatment duration, preferred treatment methods, communication strategies, etc. Both 
practitioners and administrators will have an interest in ensuring that the client is 
functioning as well as it can be, and survey results can go a long way towards that end. 
Conversely, the audience for the “grant focused” metrics discussed above 
(OSA/COPM results, medication adherence, etc.) will be both internal and external. 
There is significant reason to disseminate these results to the same practitioners and 
administrators discussed above. Being able to observe whether or not programming is 
effective according to assessment data can inform program choices and decision making 
just as much if not more so than client surveys. 
It will be important to distribute these results to external audiences, also. This will 
primarily be done through reporting to grant funders, as is always required by such 
funding sources, as to progress towards agreed upon grant scopes and metrics. Keeping 
funders up to date on these scopes will demonstrate that the program is working as 
intended and was an effective use of their resources. 
Similarly, these outcome measures can be used in entirely new grant applications 
in the future. Such applications will be one of the primary areas for dissemination. Being 
able to show new potential funders that the program has been effective as opposed to may 
be effective will increase the likelihood that these funders will decide to show interest in 
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making the critical funding choices that this program will need to survive. 
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CHAPTER FIVE – Funding Plan 
 
This program is focused on the provision of evidence-based, highly skilled 
occupational therapy services to people affected by homelessness. Specifically, the 
program focuses on providing clinical occupational therapy services to persons who have 
been re-housed through social service agencies that assist people affected by 
homelessness in finding housing. These skilled occupational therapy services are aimed 
above all else to meet the needs of the specific client, but more broadly they are aimed at 
ensuring that the person receiving services is able to live as safely and independently in 
their home environment as is possible through use of occupation-based assessment and 
intervention. 
Available local resources 
Through this author’s partnership with the University of Illinois at Chicago, 
which houses the Model of Human Occupation (MOHO)  Institute, the program will have 
access to all MOHO resources and assessments free of charge. This will include 
evidence-based, peer reviewed assessments such as the Occupational Self-Assessment 
and the Model of Human Occupation Screening Tool along with any other assessments 
deemed as an appropriate choice for a given situation (Kielhofner, 2008). Cutting costs in 
this way will whenever possible will be an important step to take to ensure the long-term 
viability of the program. Table 5.1 lists the needed resources and their respective costs. 
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Table 5.1  
Needed resources: Budget 
Budget items Resources needed Year one expenses Year two 
expenses 
Personnel Occupational therapist (.5 
FTE) 
 
Occupational therapy 
assistant (1 FTE) 
 
Total 
$30/hour x 20 hours = 
$31,200 annually 
 
$25/hour x 40 hours = 
$52,000 annually 
 
$83,200 annually 
Staffing 
expenses 
unchanged in 
year two 
Equipment/ 
supplies 
Apple iPad for the 
purposes of documentation, 
resource finding, etc. 
 
Desktop computers for 
documenting sessions, 
working on site, resource 
finding, email, etc. 
$329 x 2 = $658 
 
 
 
$400 x 2 = $800 
No additional 
equipment needs 
expected 
Communication Phone 
 
Phone plan 
$200 x 2 = $400 
 
$50 monthly = $600 
annually 
Rate unchanged, 
but no need for 
purchase of 
phone. 
Assessments Canadian Occupational 
Performance Measure 
 
Occupational Self-
Assessment 
 
Model of Human 
Occupation Screening Tool 
 
Other MOHO assessments 
as needed 
 
Montreal Cognitive 
Assessment 
Manual: $45 
100 assessments: $65 
 
Free 
 
 
Free 
 
 
Free 
 
 
Free 
Unchanged other 
than there being 
no need for a 
COPM manual 
Travel/mileage Travel to and from client 
homes by car 
$.58 per mile $.58 per mile 
Evaluation plan Development distribution 
of pre- and post-survey 
materials to program 
recipients (other evaluation 
covered by assessments) 
$100 $100 
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Dissemination All activities associated 
with program 
dissemination including 
marketing efforts, 
conference presentations, 
etc.  
$1200 $1200 
Other expenses Personal liability insurance  
 
Client assistance expenses 
(travel on public 
transportation for 
community activities, 
practice grocery shopping, 
etc.). 
$250 
 
$1000 
$250 
 
$1000 
Total -- $88,418 $86,473 
 
Potential funding sources 
Social service programs are often funded at least in some part by grants from 
private or municipal agencies. While the program will require at least some financial 
commitment from the organization hiring the occupational therapy staff, a significant 
percentage of the occupational therapy practitioner’s salary will be covered by grant 
funding. As outlined elsewhere, occupational therapy practitioners often command 
significantly higher financial commitments than other professions that commonly work 
with people affected by homelessness. As such, agencies are unlikely to be able to cover 
the entirety of an occupational therapy practitioner’s salary without grant assistance. 
This proposal estimates that the employing agency will pay approximately 50% of 
the cost of the occupational therapy practitioners and that the remaining will be covered 
by grants. Since some grants may be short term (one year) and are not always renewed, a 
variety of funding sources will be considered in order to have fallback options should one 
source of funding cease to be viable. Several options for funding of the program’s first 
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year and subsequent years are listed in Table 5.2 
Table 5.2  
Funding Sources 
Funding 
Sources 
Requirements: 
Internal:  
Medicaid 
Billing 
Both occupational therapists and occupational therapy assistants can 
bill for an hour of individual services at the rate of $77.24 per hour in 
the State of Illinois.  
 
However, this proposal covers the first year of the program and does 
not assume significant levels of billing due to a number of factors 
including a gradual building up of the provision of services, a need to 
market the use of occupational therapy services internally, and the 
disproportionate number of uninsured persons that exists within the 
community of people affected by homelessness.  
 
As the program continues to grow, billing revenue will be built in as a 
funding source to increase overall sustainability. 
External:  
Chicago 
Community 
Trust 
The Chicago Community Trust focuses on addressing the needs of 
families throughout the Chicagoland area through support of nonprofit 
organizations. The organization notes that grants must focus on making 
a positive impact on the greater community of the city of Chicago. 
 
Non-profit organizations are eligible for the grant so long as the benefit 
residents of the Chicagoland area.  
 
The Chicago Community Trust has a $2.6 billion endowment and has 
previously funded occupational therapy related proposals in excess of 
$50,000. 
 
https://www.cct.org/grants/ 
Michael Reese 
Health Trust 
Supports a number of philanthropic efforts in the Chicagoland area 
including services related to “health and housing.” The Michael Reese 
Health Trust allows potential grantees to contact them to collaborate as 
to how the organization might support the requestor’s project. 
 
Over $2,335,660 invested in health and housing grants as of 1/30/20. 
History of supporting innovative occupational therapy programs.  
 
https://wearemichaelreese.org/what-we-work-for/health-and-housing/ 
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AIDS 
Foundation of 
Chicago 
The AIDS Foundation of Chicago supports programs that 
disproportionately serve people living with HIV such as homelessness. 
Non-profit organizations that disproportionately serve those living with 
HIV/AIDS are eligible to apply for grant funding through The AIDS 
Foundation of Chicago’s dissemination of Ryan White funding. 
 
In 2019, the AIDS Foundation of Chicago provided $7.35 million of 
such funding. 
 
https://www.aidschicago.org/page/news/all-news/thirty-one-
organizations-awarded-millions-to-provide-hiv-care-to-chicagoland-
area 
Dewan 
Foundation 
The Dewan Foundation “helps support programs that help people help 
themselves.” Charitable organizations with tax exempt status that 
provide direct services to the poor are eligible for grant funding. Grants 
are for $2,500 or less. Interested parties must submit a letter of interest. 
 
The Dewan Foundation has a history of supporting occupational 
therapy programing in homelessness services. 
https://www.dewanfoundation.org/guidelines 
The American 
Occupational 
Therapy 
Foundation 
This program could be funded in part by Health Services Research 
Grants offered by the American Occupational Therapy Foundation. 
 
This grant focuses on access to health care and how a variety of societal 
and environmental factors affect access to healthcare. 
 
December 30, 2019 was most recent deadline. 
 
2019 recipients included the following three studies: 
 
Teal Benevides, PhD, MS, OTR/L   Augusta University 
Publicly Insured Utilization & Costs of Care Among Adults on the 
Autism Spectrum  (Mentor: George S. Rust, MD, MPH, FAAFP, 
FACPM) 
 
Claudia Hilton, PhD, MBA, OTR, FAOTA   University of 
Texas Medical Branch 
Activity Participation Predictors in Children with Disabilities (Mentor: 
Kenneth Ottenbacher, PhD, OTR, FAOTA) 
 
Matthew Malcolm, PhD, BS, OTR/L Colorado State University 
Relating OT Intervention Type, Outcomes, and Disparities in Acute 
Care  (Mentor: James E. Graham, PhD, DC) 
 
https://www.aotf.org/Grants/Health-Services-Research-Grant 
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Illinois 
Department of 
Public Health 
The Illinois Department of Public Health contains a variety of funding 
opportunities for organizations seeking to improve the health of Illinois 
residents.  
 
This program could be funded by grants from IDPH’s Office of Health 
Protection or Office of Health Promotion. The former of these options 
includes funds specifically for organizations that disproportionately 
serve people living with HIV/AIDS, which homeless service 
organizations do because of the overrepresentation of people living 
with HIV among people affected by homelessness in the United States. 
 
There are currently no open funding opportunities but requests for grant 
proposals are regularly updated. 
 
http://www.dph.illinois.gov/funding-opportunities 
City of 
Chicago 
The City of Chicago both administers and distributes funding for a 
variety of programs related to homelessness including Housing 
Opportunities for People with AIDS. HOME Investment Partnership, 
and Emergency Solutions Grants. 
 
Each of these funding opportunities touches upon homelessness and 
homelessness services as targeted recipients for funding.  
 
No current grant opportunities exist but requests for grant proposals are 
regularly posted and updated. 
 
https://www.chicago.gov/city/en/depts/obm/provdrs/grants.html 
United States 
Department of 
Health and 
Human 
Services 
The United States Department of Health and Human Services (HHS) 
provides several areas of funding that could benefit this program. These 
areas include: 
• Targeted homeless assistance programs: These are designed to 
serve programs that support people who are currently 
experiencing homelessness. 
• Supportive services: These are designed to support programs 
which serve those at risk of homelessness or with very low 
incomes. 
• Services in Supportive Housing: This funding tract supports 
programing that targets the reduction of chronic homelessness 
among those with substance use or mental health challenges. 
 
https://www.hhs.gov/programs/social-
services/homelessness/grants/index.html 
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NBC 
Universal 
Project 
Innovation 
A project of NBC Universal, this grant’s stated mission is to 
“strengthen communities through innovative solutions.”  
 
This program would fall under the grant’s “Culture of Inclusion” 
program, which supports nonprofit programing that encourage 
equitable access and opportunity for traditionally underrepresented 
communities.  
 
Over $2.5 million will be awarded in 2020 with applications open until 
February 14, 2020. Programs must be nonprofit (403(b)) and have an 
annual operating budget in excess of $100,000. 
 
https://www.nbcuprojectinnovation.com/?gclid=Cj0KCQiA4NTxBRD
xARIsAHyp6gBxdgDNxYFi2IakNa4yrYGySOAO6HOF2hA72uSgWr
-MxjWh8ZvuEgoaAvuBEALw_wcB 
 
Conclusion 
This funding plan calls for a combination of methods for paying for occupational 
therapy programing for those affected by homelessness. Firstly, the employing agency, 
whose clients will be served, is expected to pay roughly half of the salaries for the 
occupational therapy practitioners. This will result in the employing agency paying 
approximately $40,000 – an amount that is similar to what they would already be paying 
for a single social worker, case manager, or counselor.  
The remaining 50% of funding will be covered by a combination of external 
sources from the Table 5.2. It is likely that program implementors and administrators 
would need to consistently monitor the non-profit grant market for new grant 
opportunities should existing funding sources cease to be viable. It is unlikely that any 
greater amount of the funding could be covered by external grant funders and it would be 
undesirable to do so due to the inherent instability and unpredictability associated with 
grant dissemination and renewals.  
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Some portion of program funding will also be generated by billing mental health 
services to Medicaid. This revenue will be included as an increasingly significant portion 
of funding in future years in an attempt to increase the program’s self-sustainability and 
to reduce reliance on external sources of funding.  In future years, there is potential for 
the program to be majority-funded by revenue from the provision of billable clinical 
services through the Medicaid program. 
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CHAPTER SIX – Dissemination Plan 
This program is focused on the provision of evidence-based, highly skilled 
occupational therapy services to people affected by homelessness. Specifically, the 
program focuses on providing clinical occupational therapy services to persons who have 
been re-housed through social service agencies that assist people affected by 
homelessness in finding housing. These skilled occupational therapy services are aimed 
above all else to meet the needs of the specific client, but more broadly they are aimed at 
ensuring that the person receiving services can live as safely and independently in their 
home environment as is possible through use of occupation-based assessment and 
intervention. 
Dissemination Goals 
The dissemination efforts associated with this program will help it become more 
self-sufficient through increased awareness of occupational therapy’s distinct value in 
serving people who are affected by homelessness. It will also provide a model for the 
creation of similar programs to provide to other organizations. 
 
Long term goal: As a result of this program, occupational therapy services will become 
increasingly prevalent in services for people affected by homelessness. The distinct value 
of occupational therapy in this setting will become better-known and employment of 
occupational therapy personnel in this setting, and other community mental health 
settings, will increase as evidenced by implementation of this program in at least one 
social service agency serving people affected by homelessness. 
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Long term goal: Through dissemination efforts, occupational therapy students and 
practitioners will demonstrate an increased level of awareness of the potential scope of 
occupational therapy services in this setting as demonstrated by pre- and post-
dissemination surveys on knowledge of occupational therapy’s role in the setting. 
 
Short term goal: Implementation of this program will demonstrate an increase in the 
availability of occupational therapy services to people affected by homelessness by 
evaluating and treating at least 90% of referred clients over the first year of the program. 
 
Short term goal: Implementation of this program will increase levels of independence 
and safety in community living among service recipients as demonstrated by improved 
scores on relevant goal areas in the Canadian Occupational Performance Measure 
(COPM) at discharge compared to assessment. 
 
Short term goal: Implementation of this program will increase program participants’ 
rates of remaining stably housed one year following occupational therapy treatment 
compared to baseline. 
 
Short term goal: Implementation of this program will reduce incidence of re-
hospitalization for program recipients for one year following occupational therapy 
treatment compared to baseline. 
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Target Audiences 
There are two critical audiences for dissemination of this project’s materials: 1) 
agencies that have potential interest and capacity in providing occupational therapy 
services to people affected by homelessness, 2) occupational therapy practitioners and 
students who are seeking a model for the provision of occupational therapy services to 
people affected by homelessness who have been re-housed into community living. 
The former of those audiences is the most important as the successful 
implementation of the program in practice will demonstrate to other occupational therapy 
practitioners and students that it is a model worth replicating. Once the primary audience 
has enabled the implementation of occupational therapy services with this population 
through this program, other occupational therapy practitioners will have a model in which 
they can duplicate in their area to expand occupational therapy’s role in this population. 
Key Messages 
Primary Audience (agencies serving people affected by homelessness) 
The key message to the primary audience will concern occupational therapy’s 
distinct value in serving people affected by homelessness. That overarching message will 
be conveyed through three evidence-backed claims: 1) occupational therapy practitioners 
have a unique role in providing services to people affected by homelessness, and 2) 
occupational therapy practitioners provide clinically effective services in mental health 
settings broadly and homeless settings specifically. 
These key messages are synthesized as follow: 
• Occupational therapy practitioners can fill a role that is not currently filled by 
		
78 
other professionals that more commonly work in service of people affected by 
homelessness such as social workers, counselors, and case managers. 
Occupational therapy practitioners provide occupation-focused, activity-based 
assessment and intervention which aim to improve the skills needed to live in the 
community with as much independence and safety as possible (American 
Occupational Therapy Association, 2017). A simple example helps underscore the 
unique value of occupational therapy in this setting: While a case manager may 
assess a client’s independence in meal preparation by asking the client how they 
do at this task, an occupational therapy practitioner will assess the client’s ability 
by actually observing them in completing the task. Furthermore, an occupational 
therapy practitioner will go beyond simply assessing independence and use 
occupation-based treatment methods to increase independence. Many social 
service professionals focus on verbally assessing abilities rather than assessment 
by observation and improvement by doing. This difference sets occupational 
therapy apart. By focusing on activity-based development on the skills of 
activities of daily living and instrumental activities of daily living, occupational 
therapy practitioners provide a unique service that can contribute to improved 
outcomes for people affected by homelessness.  
• Occupational therapy is an effective, client-centered, and evidence-based 
intervention in mental health settings and for people affected by homelessness. 
While there is room for additional study that specifically backs the use of 
occupational therapy in serving people affected by homelessness, the evidence 
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that does exist is supportive of the role that addition of occupational therapy can 
play (Roy et al., 2017; Thomas et al., 2011). Furthermore, there is extensive 
evidence documenting the effectiveness of occupational therapy in mental health 
settings more generally. Occupational therapy practitioners have been shown to 
be effective team members to improve outcomes for people affected by issues that 
are common within the homeless community including serious mental illness 
(Brown et al., 2011; Gibson et al., 2011; Ikiugu et al., 2017), addiction and 
dependence issues (Wasmuth et al., 2016), and the need for skills training in 
activities of daily living and instrumental activities of daily living (Arbesman & 
Logsdon, 2011; Noyes et al., 2018). 
Influential spokesperson: The influential spokesperson for this audience is Korrey 
Kooistra, Executive Director of AMITA Health Housing and Health Alliance. Ms. 
Kooistra has a demonstrated history of success in developing innovative occupational 
therapy programing in services for people affected by homelessness including residential, 
outpatient, and community-based assessment and intervention. While she is not herself an 
occupational therapist, she has demonstrated a strong understanding of occupational 
therapy’s distinct value with this population and as a non-profit executive, she has the 
credibility to articulate that value to this audience. 
Secondary Audience (occupational therapy practitioners) 
The key message to the secondary audience will be, in addition to reinforcement of the 
messages delivered to the primary stakeholders, that the proposed program is effective 
and is worthy of replication. That message will likely come beyond the first year of 
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implementation, but it is an important message to consider from the start of the program. 
While the primary objective of this program is to provide effective clinical services to 
people affected by homelessness, the expansion of the role of occupational therapy in this 
setting for the advancement of the profession itself is also a critical objective of the 
program.  
Once the program is established as successful, the additional messages to secondary 
stakeholders will be as follows: 
• Occupational therapy services are clinically effective in this setting and can make 
a meaningful impact on the lives of people affected by homelessness. This 
program can serve as a model from which occupational therapy practitioners can 
base the implementation of such services to reduce homelessness.   
• There are realistic paths to funding such programs, even in small, non-profit 
settings with limited liquidity. This program can serve as a model from which 
occupational therapy practitioners can search for and implement such funding.  
Taken together, these messages will help provide other occupational therapy 
practitioners a model through which they can fund and implement occupational therapy 
services for people affected by homelessness. 
Influential spokesperson: The influential spokesperson for this audience is Brad Egan, 
OTD, PhD, CADC, OTR/L. Dr. Egan is an experienced occupational therapist who is 
currently serving on faculty at Lenoir-Rhyne University in South Carolina. Dr. Egan has 
a demonstrated history of success as an occupational therapist working in community 
mental health settings and with people affected by homelessness and addiction. He can 
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effectively communicate the value of this programing to other occupational therapy 
practitioners. 
Dissemination Activities 
Primary Audience 
The primary dissemination activities to the primary audiences will be focused on 
educating and engaging non-profit social service agencies that serve people affected by 
homelessness on the potential impact that adding occupational therapy could have on the 
services they provide. This will involve travel to these sites, informational phone calls, 
emails, and the distribution of marketing materials such as fact sheets, flyers, and 
brochures. 
The most important of these activities is traveling to sites for face-to-face 
meetings with the social service agencies that have the potential to hire occupational 
therapy practitioners. Because of the relative lack of familiarity with occupational therapy 
among professionals in these fields, building a personal and meaningful connection is a 
critical part of increasing the program’s likelihood of success. Getting to know and trust 
someone on a personal level can be an important part of programs like these expanding. 
These meetings will also present an opportunity to gain new contacts, distribute 
material such as flyers and brochures, and plan next steps. While face-to-face meetings 
aren’t the only dissemination activity for this audience, all other dissemination activities 
can and will occur at these meetings. The combination of efforts will contribute to a 
strong relationship that will provide a base for the development of occupational therapy 
services at these sites. 
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Successful results in existing iterations of the program will also provide a 
valuable proof of concept to agencies considering adding occupational therapy to their 
range of services for people affected by homelessness. Evaluative measures such as 
positive progression on the Canadian Occupational Performance Measure and reduced 
rates of disruption to housing stability can be used to demonstrate the impact that 
occupational therapy can have on the lives of people affected by homelessness. One or 
more case studies can also have a positive and memorable impact by putting a human 
face on the program’s positive effects. 
Secondary Audience 
There are a number of dissemination activities that will engage in order to 
disseminate this program to occupational therapy practitioners who are the secondary 
audience. Among these methods are: 1) publication in non-peer reviewed publications 
such as OT Practice Magazine, 2) study and publication in peer reviewed publications 
such as the American Journal of Occupational Therapy or the Canadian Journal of 
Occupational Therapy, and 3) presentations at state and national conferences such as the 
Illinois Occupational Therapy Association conference of the annual American 
Occupational Therapy Association conference. 
These dissemination activities all allow news about the success of this program to 
get out to a wider audience of occupational therapy practitioners and students. The 
success of the program, as shown in these mediums, can provide a model for 
occupational therapy practitioners to attempt to replicate or closely copy the program in 
their own communities. Peer-reviewed study, especially, will demonstrate the efficacy of 
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the program.  
In aggregate, these three activities represent a sustainable path towards informing 
other occupational therapy practitioners of the potential and success of this program. 
Additionally, they provide an opportunity for those implementing the program to gain 
access to further opportunities to develop the program such as partnerships with 
universities for fieldwork opportunities, other publications related to the work, and 
connection with experts in the field who can share their expertise with program 
implementers. Table 6.1 includes the dissemination budget. 
Table 6.1 
Dissemination Budget 
Dissemination Totals 
Activity Cost 
Primary 
Development of flyer for distribution 
via email and handouts 
Time: $30 per hour for occupational therapist 
developing materials 
 
Print: 1000 flyers at $175 via Vista Print 
Meetings and marketing at medical 
clinics, social service agencies, and 
other sites serving people affected by 
homelessness 
Travel: $.57 per mile 
 
Time: $30 per hour for occupational therapist 
connecting with community partners and 
marketing services 
Secondary 
Registration for state and national 
occupational therapy conferences 
American Occupational Therapy Association 
Conference: $451 
 
Illinois Occupational Therapy Association 
Conference: $200 
Travel to and from conferences or 
other events to promote program 
model 
Travel by car: $.57 per mile  
 
Travel by other means: Varies and can range 
from $100-$1000 per flight. 
 
Lodging: $100-$300 per night 
Copywriting program materials $35 
Total $1200 
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Evaluation 
Regarding the primary audience, evaluation will be completed through a mix of 
informal and formal methods. By far the most significant metric of the success or lack 
thereof of these marketing efforts will be whether or not the program in question makes 
the decision to pursue the implementation of skilled occupational therapy services in their 
work serving people affected by homelessness. However, informal follow-up 
conversations can also be used as an evaluative method to establish themes or consistent 
areas of satisfaction or dissatisfaction with the program as presented. 
Dissemination activities for the secondary audience of occupational therapy 
practitioners will be evaluated formally. Conference presentations, such as short courses, 
can provide post-session surveys to attendees and doing so would be an appropriate and 
effective evaluative method in this case. Providing general satisfaction and knowledge 
surveys on a Likert-scale will provide an easy to understand way to determine the 
effectiveness of a particular presentation. 
Results of the program itself will be tracked by means discussed in chapter four. 
These results will be of interest to both primary and secondary stakeholders. Evaluation 
will focus on client success and satisfaction in the program as measured by the following 
methods: 
• A client satisfaction survey on a Likert-scale to determine the degree to which 
recipients of occupational therapy services were satisfied with their experience in the 
program. 
• Evaluation and discharge measurements using the Canadian Occupational 
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Performance Measure, which will provide an effective means by which to measure 
clients’ progress towards their goals as a result of participation in occupational 
therapy services. 
• Measurement and tracking of the percentage of clients who remain stably housed in 
the one year following work with occupation therapy practitioners in this program to 
determine the effectiveness of occupational therapy services in contributing towards 
increased housing stability for people affected by homelessness. 
• Measurement of hospital readmission rates to determine the effectiveness of 
occupational therapy services in contributing towards an increase in safety in 
independent living for people affected by homelessness.  
• Dissemination efforts will be evaluated by asking agencies that decide to implement 
occupational therapy services following contact with B.R.O.T.H.’s dissemination 
efforts: 1) which particular dissemination method they found most effective (e.g., 
flyer, email, in person presentation) and 2) what did they find to be effective about 
that method? This will provide rich data to help inform future dissemination efforts. 
Conclusion 
Dissemination activities are a critical part of this program from its very beginning. 
Since occupational therapy services are typically out of the mainstream in the social 
service agency, effective marketing and relationship-building are absolutely critical for 
both the development of the program itself, and for the replication of it by other 
occupational therapy practitioners who want to develop it in their own communities. 
The program contains as its core assumption that people affected by 
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homelessness, and the agencies that serve them, will benefit from the skilled services 
provide by occupational therapy practitioners. Getting that information into the 
consciousness of stakeholders is among the most critical activities of program. Without 
effective dissemination, there cannot be a program in the first place. 
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CHAPTER SEVEN – Conclusion  
 Occupational therapy has a role to play in improving outcomes for the many 
Americans  each year who are affected by homelessness. The profession’s distinct value 
is significantly underrepresented in mental health and social services generally, but that 
disparity in impact is felt even more profoundly in homelessness services, where the 
profession is not well-represented even when compared  to other areas where it is not 
well represented such as inpatient psychiatry.  
B.R.O.T.H. provides a road map for a point of entry for the profession of 
occupational therapy into homelessness services. By focusing specifically on services to 
people who have been affected by homelessness but have since been rehoused, this 
program provides a model for the provision of evidence-based occupational therapy 
services to a population that can benefit from those services. Programmatic outcomes are 
measurable, relevant, and tied to outcomes that tie into improved safety, security, and 
independence for those served by the occupational therapy practitioners involved.  
Furthermore, B.R.O.T.H provides a realistic and achievable framework for 
funding such services. The relatively high cost of occupational therapy practitioners, both 
occupational therapists and occupational therapy assistants, can represent a significant 
barrier for application of occupational therapy’s distinct value to this population and into 
this setting. By relying on grant funding to cover approximately 50% of occupational 
therapy staffing costs, those costs are brought in line with other frontline providers such 
as social workers, case managers, and counselors. 
Most critically, however, this program provides a framework of evidence-based 
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and effective interventions for improving the lives of those it serves. Occupational 
therapy has at its focus improving the safety, independence, and quality of life for the 
people it serves and that same theoretical foundation can be applied to this population.  
Through highly skilled occupational therapy services provided by motivated, 
competent occupational therapy practitioners based in evidence and firm theoretical 
frameworks including the Model of Human Occupation and the Situated Learning 
Theory, B.R.O.T.H will make a positive impact on America’s fight against homelessness. 
Occupational therapy has a role to play in that fight and is called to make a difference in 
that fight. B.R.O.T.H. provides a path forward to answering that call. 
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APPENDIX A: Executive Summary 
Building a Role for Occupational Therapy in Homelessness (B.R.O.T.H.) is 
focused on developing a role for highly skilled, evidence-based occupational therapy 
services for people affected by homelessness. Using occupation-focused assessment and 
intervention strategies in the natural environment, the project is designed to justify the 
addition of occupational therapy practitioners to the team of providers that more 
commonly serves people affected by homelessness such as social workers and 
counselors. B.R.O.T.H provides a model to justify and enable the funding of these 
services, to implement them using evidence-based assessment and intervention strategies, 
and to replicate them at other agencies serving this population.  
Relevance to Occupational Therapy 
 
Occupational therapy has a significant role to play in services for people affected 
by homelessness. Deficits commonly experienced by people affected by homelessness 
such as impaired ability to perform activities of daily living and instrumental activities of 
daily living, challenges managing symptoms of mental health, struggles with addiction, 
and other issues commonly faced by this population are within the scope of occupational 
therapy (American Occupational Therapy Association, 2017). While other providers such 
as social workers, counselors, and case managers will at times indirectly address these 
issues, occupational therapy providers are the best equipped providers to implement 
activity-based treatment focused on improving skills of independent living in order to 
promote improved independence and safety in the home environment. Social workers, for 
example, may assess one’s ability to prepare meals independently by asking – 
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occupational therapy practitioners assess by doing, and similarly, they treat by doing. 
This method ensures long-term carryover and ability to perform these skilled tasks 
independently and in the natural environment. 
Theoretical Basis 
B.R.O.T.H uses the Situated Learning Theory (Lave & Wenger, 1991) 
 which suggests that for optimal learning, tasks should be learned by doing in the natural 
environment. This is in opposition to other pedagogic methods such as reading about how 
to do a task or performing tasks outside of their natural context. For example, this theory 
suggests that the best way for a client to learn how to prepare meals with increased 
independence is to practice preparing meals in their own kitchen. This aligns well both 
with the general approach of occupational therapy and with this project specifically.  
B.R.O.T.H is also built upon use of the Model of Human Occupation (Kielhofner, 
2008) as a means of assessment and intervention. Based on significant amounts of peer-
reviewed research, the Model of Human Occupation is fundamentally built upon the idea 
that the most effective treatment is to engage people in tasks that matter to them. This 
project will use related assessments such as the Occupational Self-Assessment and the 
Model of Human Occupation Screening Tool as well as occupation-based interventions 
to help identify clients’ goals and to help them achieve them. 
Recommendations for Funding 
B.R.O.T.H’s funding plan outlines a realistic path for securing funding for the 
implementation of occupational therapy services for social service agencies serving 
people affected by homelessness. The salary of occupational therapy practitioners, which 
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could otherwise be prohibitively expensive relative to other social service providers, 
should be offset by grant-funding for approximately 50% of the salary and benefits of the 
occupational therapy practitioner.  
B.R.O.T.H provides a number of realistic, viable sources of such grants. 
Successful grant application and implementation brings the cost of occupational therapy 
services in line with, if not below, the cost of the salaries of typical providers.  
Because of the relatively innovative nature of including occupational therapy in 
an agency’s range of services, funders may be motivated to fund programing that 
includes occupational therapy as something unique and apart from more common 
requests for funding. In other words, the occupational therapy’s uncommonness in the 
field can help innovative social service agencies secure funding for occupational therapy 
services based in part on the very fact that such services are rare and would be viewed as 
innovative. 
Utilization of such grant funding will allow agency’s a realistic path towards 
providing skilled, evidence-based occupational therapy services to the people that they 
serve. Given the increasing need for qualified mental health professionals all around the 
country, an increase in the availability of occupational therapy services in these settings 
will benefit not just people affected by homelessness, but many other populations in need 
of highly-skilled, clinical mental health services. 
General Conclusions 
There is significant potential for occupational therapy practitioners to demonstrate 
the distinct value of the profession in serving people affected by homelessness. By 
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focusing on occupation-based skill development in the activities of daily living and 
instrumental activities of daily living needed to maintain independence, occupational 
therapy practitioners can produce improved outcomes in terms of both housing and 
medical stability. 
Additionally, B.R.O.T.H provides a realistic model for funding such programing. 
Occupational therapy is uncommon in the field of homelessness services, and the relative 
expense of occupational therapy practitioners compared to professions that more 
commonly work in the field is a significant reason for that. This project provides a 
realistic path to implementation of occupational therapy services by seeking out a cost-
effective strategy to utilizing occupational therapy practitioners in this setting.  
Occupational therapy practitioners make an impact in every setting in which they 
practice, demonstrating their distinct value through the use of evidence-based, 
occupation-focused treatment built upon the specific needs of each client they work with. 
From pediatrics to geriatrics, from schools to hospitals, occupational therapy practitioners 
make a difference in the lives of the people they serve. The potential for occupational 
therapy to make an impact in the field of homelessness services is vast, and B.R.O.T.H  is 
a path for the distinct value of occupational therapy to positively impact this population. 
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APPENDIX B: Fact Sheet 
 
 
 
 
 
 
 
 
  
Introduction to Problem 
• On any given night in the United States, nearly 750,000 people will be homeless 
(Bradley, Hersch, Reistetter, & Reed, 2011, p. 27) 
• Even in situations where people affected by homelessness are provided with new 
housing, many formerly individuals struggle with skills needed for safe and 
independent living such as instrumental activities of daily living like money 
management or working, management of mental illness and addiction, activities of 
daily living like bathing and grooming, and other skills needed for independent living 
(Helfrich, Chan, & Sobol, 2011). 
• It is within the scope of occupational therapy to address these challenges and to 
increase independence in these important skills, but the profession is underutilized in 
services for people affected by homelessness and in mental health more broadly 
(“Occupational Therapy Practice Framework,” 2017). 
 
 
Introduction to the Proposed Solution 
• Occupational therapy can provide distinct value in serving people affected by 
homelessness that is not provided by professionals that more commonly work in 
settings serving this population such as 
social workers, case managers, and 
counselors. 
• By integrating occupational therapy into 
existing social service programs for people 
affected by homelessness using at least 50% 
grant funding, agencies which serve this 
population will be able to implement 
evidence-based occupational therapy 
services at relatively little extra cost 
compared to normal client-facing staff 
members. 
 
 
 
Increasing	the	Role	of	Occupational	Therapy	
in	Serving	People	Affected	by	Homelessness	
	Ryan	Thomure,	LCSW,	OTR/L,	OTD	Candidate	
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Summary 
• This program focuses on providing a model for the inclusion of highly-skilled 
occupational therapy services to social service agencies that provide care for people 
affected by homelessness.  
• It provides a model for both the design of clinical, evidence-based occupational 
therapy services and realistic paths to funding occupational therapy staffing given the 
fiscal realities of nonprofit social service agencies and the relatively high cost of 
occupational therapy practitioners. 
• Occupational therapy can provide distinct value to people affected by homelessness 
and the agencies that serve them. 
 
Theory and Evidence Base 
• The program’s theoretical basis is the Situated Learning Theory, which focuses on 
learning skills through performing them in their natural context. In relation to this 
project, the theory informs evaluation and practice by mandating that these activities 
are performed in the home environment by having the client actually perform the 
activities in question. 
• The program is additionally based on the Model of Human Occupation, which places 
high value on enabling service recipients in activities that are meaningful to them. 
 
 
Potential Impact on Future Occupational Therapy Practice 
• Mental health is an underrepresented practice area in occupational therapy and 
community mental health, as is proposed in this program, represents an even smaller 
niche. 
• This program provides a model that other occupational therapy practitioners, students, 
and academics can attempt to replicate to serve their own communities and grow 
occupational therapy’s role in serving this population. 
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